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4 FOREWORD ) ' T * 

'■^ ' \ . ' ' : 

-Stuiv ^r. interna bional' Center for Advanced . 

• to"the Lt^r^^ sciences was 6tetablishe;3 as a memofial 
I? h^^Ko!^ Ccftigressman John'E. Fogarty from Rhode Isltnd. 
IL^J: ^ f 5- ^"ga-^ty's desire tS create withi^ the " ♦ 
Na^iona-1 Institutes of Health a center for research in hini 
llLl^t atf*"'"' dedic^ed- to internatio^a"! c'peration^and 
collaboration m the interest of the heal th- o^' mankind . ^' 

^^.^^ in-stitution for advanced . gtudy", the Fogartv ' 
•m^^frf ^''"^■^ center, has eiriraced the major thertef-of bio- 

soa liai"a§tors-infT''^' "''«S"'^°"'- -vironmental health, ■ 
-h«»^^ fa^:t°rs-influencing .health , and disease, geographic 
'tTni^^;5 }"terhational healtV.researcrf inFeduca- 

tion and preventive medicine..- Th^ Center has published 
'these subject!! ^ conferences and s»„inirs devoted to 

ino., nf^I^°^^r^ ^1 pleased to. polish the-proceed- 

mgs of a conference on Medical Education in th€ Contem- 
??7f ^ ^k'" '^^'"^ Chicago, Illinois, September 13-14 , ' 
13 /b The»coj?ference.was organised by Dr. -George E. Miller 
swn^r^?'"^^ '^'^I university of Illinois. Unc^er'the^ 

!a d"?«i°n-of Dr. Miller, a group of experts In med- 
Ir-^LT^^^^T ^^^^ ^''^oad -considered the 

t"^ recurrent -problems confronting medical edu- 
cation m a peri9d of. rapid social aAd .technological cbSnge . 

■ Inipoft^nt issues have ar^jben as a result of social 
pressures «or improved medical care. Thfese pressures are 
L^" eye^y country throughout the world, but they seem 

ILntT"" ^''^t^'''^^ f''''^^ ^" certain of the ' industrialized- •• 
countries, ^has volume is directed to educators, scien- 
fn^mf^r^ ^"^ others .who have, a role to play ' 

in me,3rcal education and the .jlelivery of medical care 
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SETTING THE STAGE 



^ George E. Miller, m.d/ 



Thousands of individuals have gathered in hundreds o'f 
hAlls during ^1976' to acknowledge .our national heritage, to 
celebrate. Our actilevements during Vhe Jast 200 years /and 
to Identify the problems we have yet to solve as^well as 
the opportunities we haVe stifl to grasp. In the narrpwer 
framework of t<his syin^o^ium,. , too, would hope to ac- " 

' kiwwledge our heritage and to. celebrate 6u^ achievements; 

,.-but, more importantly, we will strive to identify' the 
probleius ^nd opportunities medical education n<^ faces in 
a con-temporary world that is chan^in^g at an ever-acceler- 
ating pace. . ^ ' • * . 

\^ ' ' '^'^ 

Although distressing warnings weVe *cleai:ly evident in. 
17£5, a prominent citizen of the community ended his*com- 

. mencement address at the College of Philadelphia with a 
reminder' that "the present efa^^wilX be ever ;netnorable in 
the annals of histpry for the reputation of British valor 
and-dfe success and glpjry of British arms, a,s well as dis- 
tinguishe(3 by t)\e reign of a King,'' tlie boast and joy of s 
his people' (undjbr who^e) auspices letters are cultivated, 

ti^^-aftfg-f4^ ^i 3 h an<3— fahe-gh>iencers afr^ protected vd.th a 

paternal air." Dr. John Morgan was thie speakeV; Ae topic, 

A Discourse on the Institutix^n^. of Medical Schools in 
^erica." Unlike* rtost*^ modern commenc^ent addressed, that 
one was so oer^ua^ive that the trustees of the institution 
(which lat^ became the University of Pennsylvania) took 

-xi^ompt action: Tjiey founded a medical school that estab- 
lished at the beginning of our Nation's hiatofy a univer- 
sity pattern 'for educating physicians in the United States. 

Unfori:unately4 that pattern did not long prevail. One- 
hundred years ;.ater American medical education was instead 
a flourishing commercial enterpri^se 'that supported more 
thaj 400^medical schools (Chicago alone had 14 in 1910). 
Most were of . dubious quality. They a'dmitted virtually any 
_ student who could pay the fees charged by^ practitioner^ who 
^i}^^ purchased their faculty ahairs. These schools usxfalTIy 
awarded a diploma to all^ho ^.faithfully attended the full 
series' of lectures, then almost- the exclusivQ^ method of ' 
instructipn. * ' . ^* ' / • 



The mo'deri) Reform of' medical education is generally 
attributed to the classic, 1910 report written by Abraham 
Flexner. There can be no question of ,the importance of 
thdt ' clocument/ (which said among other things th'at the ^ 
city of Chicago is rin respect tto meuitial education the 
plague spo't of the coixntry") but contemporary medical his- 
torians, to the dismay of many liberals among us, are m- « 
cline'd to assign greater credit to the American Medic.al 
Association's Council on Medical Education, wkose efforts 
a'nticipated, then gave organizational legitimation tq, , 
the study which F^lexner carried out with AMA enCourago- 
rtfent. Whatever the forpes responsible, the return of med- 
ical education to ^ university orbit began about the time ^ 
of the Flexner report and was essentially complete by the ' 
end of World^ar II. With the massive infusion of Federal 
funds for research and research training which accompanied ^ 
a postbellum jexpansion of .the National Institutes^of ^ 
Health, the dominant, medical facjalty values and conjmit-^ 
ments sl)ifted .from those of professional pi^acftitionars- to 
those of academic scholfars-. 

During the same period another fundamental -change 
began, that of adding postgraduate* ^udy to .ttasa*c medical 
education. ^First, an inteisnship year was grafted onto the 
collegiate program, a pattern that had b^ome nearly uni- 
versal by. the «nd of the .t920's. In the 1930's residency ^ 
training in medical specialties was aj^pended and by the ^ 
end of the 1950*s this expferionce also was nearly uni- 
versal, ' Today it is not uncommon for a y^oung man pr woman 
to begin an independent plrof essional career in medicine 
at about the age of 30. ' V * ' 

The scientific triumplis that medical scholars have 
achieved, coupled witji'the increasingly sophisticated 
techniques of medical specialists, have an the last gener- 
ation transformed the practi<?e of madicine as well as the 
cbntent. of medical education. Both *seem to have become 
more academic, more hospital based, and more expensive. 
It fSs^perhaps no wonder then that a question being a«ked 
with increasing frequency ^Ti all parts pf the world is 
whether this orientation of medical education and medical 
practice, addresses the most pressing health needs of 
either the industrialized or the developi^jg world. As a 
nore elegant speaker than I recently said, "-If I were - 
asked to compose an epitaph on' medicine throughout the 
20th century, it would read 'Brilliant m its discoveries, 
SMperb in ats technological .breakthroughs , but woefully 
inepi in its applicat^ion to those most in nee;3/;' Marc 
I^alonde, visionary and pragmatic Mini^t^r of/Realth m 
'Canada, put it^even more bluntl-y when h-e stoiV/ "While on 
'elegant heart transplant might prolong one life for^2 yearff, 
the risk reduction tljat fcouldpbe obtained from achieving 
even a 50 percent rate of wearing seat belts would save 
700 traf f ic jdeaths a year/\ ^ . . ' 



■■V. ' ■ .r.- 

Vhatdver. our emotional response .to such observations, 
one, of the things which critics poiftt oftt is tha't- medical ^ 
care, or health q^re, is no longer the responsibility of 
physicians aloAe^-if it fever was. The last two decades 
have seen a* phenomenal . increase in fch^ number and variety 
of health profassi^ons and health occupations which, ^ith 
the established health professions, are ideally envisioned 
as a team. -But despite an ^rray of talented individuals 
and groups, there is in practice -^ depressing absence-»of 
skill in true ^teamwork.* , 

Inevitably this expansion in .numbers and change in ^ 
character and quality of health professions education, as 
y well as health serviced, have been accompanied by a sub- * 
^tantia'l- increase in cost. But in spite-of the enormous 
resources which America ^as mobrlized for medical -educa- 
tion and medical care, we still import more physicians than 
any country in the world. Last year ^ougHly half .of the 
newly licensed medical practitioners in America' were edu- 
ca;:ed outside the United States.'" As one sensitive writer' 
.fi;om a rapidly developing nation has commented, whije 
watching many of hi's countrymen 'settle here, "One country's 
transfusion Is another country's hemorrhage." And while / 
we import physicians, *we /export pat4:errte of raedigal edu- 
cation^and medical care*which may aggravate rathertthan • 
solve the health problems of the. nations which- take -ti?)' our 
attitui^s, values, and practices. , 

^is then is the stage upbn which our play ^ill be 
performed^ for the next « days. The*problem^ are obviously 
too large for medical educators, particularly academitianS, 
to solve alorfe. We need the perspective provided, t>y our 
.uni^rsities kt large, by others concerned with health and 
edud^tion, and by thougtFtful *and weil-mf ormed members r>f ^ 
tlie public." .Thus thi6 symposium includes representatives 
of all those groups. We have provided a set of background 
papers upon which each of you has had an opportunity tp 
reflect before .arriving here. We have asked the major- 
■panel contributors to address the specific questions -posed 
m those papers before deaiing with others that may seem 
to t>hem of greater importance. We have' asked , the media 
trepres^ntatives tq probe, to question, and to challenge^in 
^he journalistic tradition they follow so well, ^nd • 
finally,. we have provided an opportunity for excliange both 
withm th^ plenary sessions ,and in smaller groups 'that 
Wi41 encourage dialogue where the Qxperiehce and exper- 
tise of. others,^ whp do not appear on this platform, may ' 

sKared. l£ is this exchcvnge which we hope to asSure by 
placing" sharp j limits on the time given'* for Mhitial presen- 
tations and iii the request that all symposium participants 
^void m^kiftg speeches 6rt ^av^rite, ' but not necessarily." 
relevant, topics wh^ 'they speak. ► . ' 
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.Background Paper 



1. THE PROBLEM Or SELECTIG-., 



* As a matter of policy^ American* medical schools (un- 
like sohools m bpme other parts -tof the worlQ^ s.elect 1 
those^ who will .be -admitted to t:he ^study of medicine from. 
^ consistently' larger grovip of aQ^licants*^^ The ma^nitude^ 
of that selection process, summarizied in Table 1, shows, 
t^hat for nearly 20« years the mjmhfir seeking admission has . 
increased more. rajJidly than have the first-year places 
available. ^ * . * • * 

\. I, ' , * • , - 

^ TABLET 1. Medical School Admissions Between 1948'and 1974. 





Year 


' Applicants 


0 

Appl ica tions/ 
Individual . 


> • 

Accepted 


Percent » 




1948-49 


* 24,242 


3.4 


• 6,973 
^ 8,366 


28.8 . • . 




i953'-54 
* ^ 1958-59 


14,658 
' 15,^70 


V *3.3 * 
19 


il.8 

55.2 ' * 




^1963-64 


' '17,668 


4.0 


9,063 


51.3 ' 




1968-$9 


21,118 


> 5;3 


' 10, 092 


\ 47.9 




• •;1973-74 


40,506 


8.1^ 


14,335 


35.4 



The numerical i^sue is only one aspect 'of the selec- 
tion problem. Th^^e is the' fu.rther issue* of assuring appro- 
priate representation of "special populations vjithih the • 
group adlhitted. 'For exampjft, woAen in steaclily increasing 
niimbers aae seeking»the oppoi^jtuni'i^y . to\pursue a medical, 
career and are "Expecting to^be jud\ed according to the^'» 
• sam;^ selection criteria as menr The record fop the last ^ 
35 years, as may Jse seen* in Table 2 ,* shows ^a pattern of.* 
flux. ' • . 

Members of miriorities alAx seek, andTdeserve, a grcatj^ 
opportunity to prepare • for, medical car^e^. Although 
* ♦ ' . # , * 
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.comparative data are limited, those that can be cited (see 
•Table 3) indicate a trend similar to that seen among women. 

TABLE 2. Wcmen 'Medical School Applicants 
' Between 1939 aXd 1974. 







Number 


Accepted* 


Percent 


♦ 


1939-40 


. 632 


296'^ ^ 


46.8 




1949-50 


1,390 


387 


27.8 




1959-60 


1,026 . 


494 , ^ 


^ 48.1 ' 
1 




1969-70 


2,289 


• / 952 


41.6 , 




1973-74 


7,202 


/ 2,743 


38.1. 



*Frcm 1929-30 to 1974-75 wciren in first-year medical 
^chool classes have increas^ frctn 4.5 percent to 20,4 \' 
percent. . . / , ' 



f 



TABLE '3. Mu^riti^ Medical Sditool Applicants 
^ Be^;een 1970 aM 1973. • ' 



Group 


Year ^ 


Applicants 


Accepted i^ercent 


Black Americans 


1970-71 


1,250 


$42 


' 51.4 




1971-72 


•1,552 


' 810 






1972^73 


^^'^^1,786 - 


791 


44^.3 


American Indians 


1970-71 


44 


' >. 






1971-72 


79 > 








1972-73 


121 


29 


24.0 


4 Mexi^ui-Ameiricans 


0 

1970-71 










1971-72 
'1972-^73 


143 
22^ 


111^ 


48.5 



•tfaite apart from the qjuestion of ethnic grouping' is 
whe,ther those who are being educated for medical practice 
represent %n appropriate distribution of socioeconomic class. 
Illustrative data on this question are shown \n>^able 4. . ^ 

« 

On the basis of histdtical t»ends o^er the la^t 4 5 
years, a continued increase ijjTrfvpdical school applicants can 
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anticipated through 1979. 'The nun\berVill then plateau 
until 1985, "^and subsequently fall, to the 1973-1974 number 
by 1995 ♦ These projections are biased on the observation 
that 0^63 to 1.08 percent of • 22^year-olds have regularly 
applied to medical school (a much more Consistent figure 
tJ^an t?he proportion of college graduates which has ranged 
from 2.8 to 6.6 percent). S'ince first^year places are', 
unlikely to incfrease during the next 2 years at the same*'.*' 
rate as applicants, competition^ for admission will pre- 
4ictably, become^ even more severe; • 

• - TABUE 4. Percentages, of Medical School Studen^. 

* American Mexican 

'^ Caucasian ' Black Indian American 

lAjinual Parental Inccme 
; I |Over $20,000 

Annual Parental Incane 
• Less "^Jiah $5,000 

Father a Physician ' 

Father a Professional 

Father Unskilled 



An increasi>ng number of those rejected by American 
medical school sTtuJ?n to other countries for the opportu- 
nity they hav6 been denied at hom^. Although no compre- 
hensive data a^re 'available, a conservative e^tiihate is* 
that at least "5^700 Americans we^re enrolled in foreign 
medical schools m 1^71-j.972. By ,1973-1974 th^t estimate 
had^ increased to 5,000, and is still rising. A few of 
thesa students are lat^r adinitted to advanced standing in 
American tnedical schools but the numbers are small, as may . 
be seen ^or the following years: 139 in. 19 70-1971, 162 in 
1971-1972^ 243 in ^72-^973, 169 in 1973-1974. Most return 
to the United States c^ily after graduation, and with a 
large number of foreign nationals compete for internship -v 
and residency- positions. Many- fore-ign graduates, both 
American and others, subsequently remain in the United 
States to practiced Each year since -1970 some 30 to 50 
^percent of newly licensed physicians have been educated in 
and gcaduabpd from foreign medical Schools. All of this 
suggests that the fmmbars now a^amitted to American medical 
schools (virtually all c^f .whom graduate, since the attri- 
tion rate i^ now less than 3 percent and the academic 
attrition rate less than^O.5' percent) do not,-me^t present 
quantitative demands for physicians in this .oo.untry . 

i ^' . . 

>| i^ut what 'of qua'lit«ttive factors? ^ ^^y^ 



36* 


8 . 


. 3 


5 


5' 




24 * 


3<V 


17 


' 9 . 


. 4. 


7 


50 ^ 




42 


17 


4 


25 


4. 
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Academically, Amei|Lcan medical schools appear to get 
'Wie cream of the college gradua'te crop,' and that cream con- 
tinues to become richer— at least in terms of college grade • 
point aver^ages .(GPA) and Medical CoUege Admission T^st 
(MCAT) scores for science achievement and verbal aptitude — sis. 
Table 5 shows. - ^ ' ■< , 



TME 5 . . Ach^^eveifent of Medical School Applicants 
By GPA and M^AT. 



Admitted S,tudents 



GPU ' 
In Per^t 



•Verbal Science 



Rejected Students 

MCAT 
Verbal Science 



1953-54 


lO.p" 


il.l ^ 


519 


530' 






-1958-59 




16.0 


527 


523 * 


t 




^ 1963-64 


12.3 


11.6 


537 
• 


54'5 


484 


467 


1968-69 


16.8 




555 


577 


496 


495 


1973^74 


36.4 


- 4.8 ■ 


' 567 


.592 


518 


5^. 



' In Ifact, stu(^ies of aSmission' probabilit'y by'the Asso- 
\i"ai:ion of American Medical Colleges have led to advice (in 
Me dical School Admission Requirements ) that, other things 
being equal, an applicant who does not have high college 
"^ades ^n4 high MCAT scores "shbuld give serious consider-- 
tion a«. tty y/hether he or she shbuld apply at all to . . . 
medical" "school. " 

THe predictive validi^ty for such a selection method is 
• high when* the criterion iS academic performance in th^e 
first year. ' However, this^criterion is increasingly 
ai:tacked ^s incomplete. For example, one , author points 
. out t^a*; only half the gtudents who excel m the basic sci- 
' ence curitj.culum do so in the clin^-cal program, ^;an^/7 0 per-; 
cent those who ^cel in the cl;.nicar program haVe not 
done so in basic science. In another study comparing 
minority students from disadvantag"*ed backgrounds with regu- 
,1a rly "admitted ♦^tudents, all* b^t one of tihe special stta- 
denbs would ordinarily ^lave been if*ejected on the basis of 
MCAT scores and college' GPA. " At^ the end of the second , 
year m medical school. National Board Part I Examination 
f^scorjis' still id'eneified two populations, but the average 
I both groQps was above the mini«mum passing level. ^In the 
fin^l year the groups were still different, on analysis of 
aggj;egate performance ott clinical services, but the differ- 
ence .t»ad* become the dist4.nction between average and slightly 
abovte average students.^ ^ " L 



for. 



'Finally, the predictive valicfity 6f these selection 
devices doefeVnot "appear to be high when the criterion is * 
.success in professional practice. Despite the elusivenes^ 
"of an acceptable definition of success, at 3.*east a few 
studies (Peterson, CliUte, iPrice) jiave attempted,, and 
failed, to demonstrate a significant correlation between 
academic achievement and later performance. Academic rec- 
ords do, however, predict the nature of that practice: 
Those with lowest achievement have in the past b6en most 
likely to entei^ general practice, while those -w.ith higher 
gre^des are i^f^ore' "likely to become specialists. * Whether 
that pattern will persist in the face of* a grow^g 'interest* 
in primary c^r^^ remains- to be seen. 

* . • - ' 

• Thus, within -this context, .fouf questions need to be 
addressed during "the symposium: ' . T 

i ^ ' -^1 ^' ' . ^ ) \. 4 .? ^ >j • .\ ^ y . 

# Are we selecting an ' appropriate number 

• of students? 

# Are we .se*sicting the right mix of stu- 
. ' dents? . ' V 

' . : #Ar;e we using' the most suitable s'elec- ^ ; 

tion methods? ^ * 

^ ' #!£ not, what alternatives are available 

# / to usi *1) operi, admission? 2) quota? 

^ 3) lottery? 4) pre&dmission clinical 

trial? 5) gome other method? 



.V 



TliE PROBLEM OF SELECT^OM 



'.Alfred Gellhorn, M.D.. 

> \ ■ . ' ' ^ " - ' 

Only in the last 25 or 30 years ha^ it been i)icreasr 
ingly raor]e difficult to be accepted ♦for admission to medi- 
cal schoql. Many important ^olicymak*ers iii medical edu- 
"catipn, 4^ncluding some who make '.the rules ^r selection of 
medical- students ^ would have-ti^-tie -cl^ahc^ of acceptance 

\ if they were (tb^trry to enter meciical 'school today with T:he 
*kind of col le^ilF record th'ey h£fd 30 year«s ago». J wonder, > if 
there could be any of them m this audience* Well^ in any 

^ case, thene is one and he has the floor at the moment*. 

- "Maybe a feeling of guilt at the ease with which I entered 
Washington University with a mediocre academic record^ 
makes me particularly critic§l"fof the current <;vciteria 
used in th^ selection of our docto'rs for tomorrow. My 
conclusion^ is that medical-schools and their ^admissions 

^ cortimfttees are using *irr"?Ievant criteria which do select a 
• •'<:onsiderable. number of fine men ^and women; but this is by 
chance rather t'han'by design^ Of eaual importance is the 
'observati.on th^t medical schools are respo|isiblp f or* a ^ 
miserable distortion bf -the college experience of one- ' 
quarter million or more -;pj|;^medical students who hav^ fwrof- 

» ited little fj^om their uifeeic^raduate education. 

Although we procja^m ourselves a pe,^ce-lpving pec^le, ^ 
we have had a war fof every generation beginning with the 
War of Independence^ Three of the four major wars have 
had an important influence on Ameicl^pan medical ed^ication, 
and this is particularly true of Worljcl War II. ,At the 
time of the Revolutionary War*, the first medical school in 
Philadelphia and its close second at 'King ' s College, in 
^Jew York had scarcely gotten und'erway when operations were 
suspended during hostilities. . Af.t^;5>H^rds there was general 
acceptance of jthe arrogant b^Jspef tha^t the United States 
^ of AJnerica oould do very welLiwlthout any cultural, mtel- 
_ lectual „ -or scientific influences fjrom abroad. The^'one 
essential requirement to be a medical student was- the 
money .to pay the fees of. individual lecturers; and then 
you "could learn from Ben3amin Rush aboyt the wonders of 
bloodletting,* purges,, and emetics, to relieve the inner ten- 
sions which produced so many diseases. 

o 



By the tiYae of the Civil War there were more, medical 
' sbhoDls along the Atlantic seaboard, includi^i^ Dartmouth, 
Harvard, and Yale. The first effect of these wasl an. empty- 
ing out of the Southern students' who never returned homfe. 
In the postwar period population growth and westward thryst 
' created a demand for dto^tors which could not-he met by 
unlv^aity-related medical schools in existence .at» that 
>time. There began theii the mushroomi/ig of proprietary •« 
sfchools, which reached the fantastic nuitiber of mare th^n 
400 between 1870' and 1910. These schools were clearly 
moneymaking . ventures and admission as , well as graduation 
with a diploma, ,often with little time between, required 
only the requisite money. The product was not' spectacular 
but every one-road ha^ilet had its. doctor and the ready ac- 
cess to care probably provided comfort to many ^lAxious 
patients with self-limited health proTslems. r 

' > . . • ; * > 

Before World War I, Abraham Flexner rbckjad Airierican 
and Canadian medicarl education so that the impact* of the 
song "Over Th^re" was relatively jrtinor . ^ Mr . F.lexner spent' 
several weeks with* the Johns Hopkins medical fac^ul,ty, who 
had selected the best features of medical edupa€ip*n in 
Britain # France, 'and particularly Germany, an^^-then he 
ventured forth, With the Hopkins model, firmly ii? mind to '^^ 
assess UrS. and Canadian schools. .Flexne-r's report in 
1910 established the importance of Scientific medicine 
through the integration of the basic sciences, in€^ medJ^cal 
education as fundamental to clinical medicine. T^ei re- 
quirement of previous appropriate university or college . * 
. educatiorv. by those wishing to ^enter meti^cine was^ s^tss's^* 
".There vere a^ nuirib^lL'oC addijt^onal fiac'tprs such a*s fyll- 



.time*' faculty,* facilities f of!*re search,^ and «ontltiue<S.>clin- 
',.ic?al education in a,.2eachihg hospiT;al after 'graduataon. 
\ ^t came as*no surprise to itlany when Mr. Flexner reported 
. 4:hat the vast majority of dipl6ma-grant^ng mopSiciil schools 
were a disgrace and their graduates unqualified, bu^.the 
public reaction was brisk, so^t,hat in less than a dcMd|ij|e; 
^ the proprietary schools had di~s'appeared, ^and 50 of ^^^ "53 
re'roaining schools had met standards establishjed by 
then liberal AMA and^ tKe".<£lfe!dgling- AAMC.-^- r % 

. The medibal school curriculum consisted of. 2.year^ of 
• b'asic science followed by 2 years of clinical medicine, 
which w^s beli»eved would produce physicians with a keen / 
appreciation of scientific medici'ne,' It is in.teresti'ng 
that despite this rigid forma^t, 80 percent of the grad- , 
uates up until World War II practiced 'general meddtciKe and 
only- 20 percer^t we^re speci^flist^. * 

•WpxUd War II had. a ma jdr impact on medicine and medc ' 
icai education. The.. Success of Government-supported tech- 
.nological aYid y^axPrfelated, medical research wa[S so impres- 
sive that the public1;^^nsxste4 on the ogpOrtunity to * 
purchase immortality Muring .the postwar period. We in med- 
icine did not disabus^ the, citizens and there followed the 



20-year stream of gold from Washington to the medical 
schools. During this period the name of the game was labo- 
ratory and clinical research, and teaching and patient care 
.were necessary evils. Appointwnents to faculty positions, 
as well ^s promotions, v^re tied to research productivity, 
and the rate^_f increase of graduate students in the basic 
medical sciences outstripped the growth of medical student 
■enrollment. 

, The burst of biomedical knowledge was spectacular, 
S^ucli that publications m the medical .and scientific ]our- 
aals appeared at the rate of one every 36 secon^. We 
should n©t be surprised, therefore, at the development of 
,the concept that to understand the vast scientific advances 
an^ %o contribute to the generation of biomedical knowledge, 
those who were to enter this flowering of scientific medi- 
cine must be possessed of superior intellect. Oh, appro- 
pr-iate lip, service was to b6 given to character (Association 
of AmeriCah cMedical Colleger 1976)., but, this would be 
assessed' during the interview af t^er the applicant had passed 
the academic qualifications barrj,er r^'efs. ' 

l*he obvious and most ob;jective method to quantify 
intellectuajl^ ability and capacity, it ^peared, involved 
the use of' grades in college and medical "aptitude" tests, 
which made their first appearance hn 194^6. The college GPA 
(grade point- average) has become a statistic* of great im% , 
portance to "^admissions* committees , and particular attention 
•is given to the ^GPAs m science courses. The MCATs fMed- 
.ical College Admissions Tests) which cover verbal ability, 
sciencfe, ^quantitative ability, and gene:;al information ar^ 
now sta^r\dard, and the scoring on these and the college * 
grades make up 66 ' percent* of thj^ dec:^sion on selecti'op of 
candidates (petg<?n et^^l. 1©71) . Because the competition 
for medical school is ' ito"^3c^h , ""^U^ ''sl:or^~s='^af=^he G¥pCs of \ 
accepted applicants have ^j.sen progressively during the 
last decade, such that ir^"^975,,^Uessi- than .5 percent got in • 
♦ with college .averages be^bw' 3.0'' (out of 4.0) and more than- 
Q> third.^ hM* straight A a verges. Si^nilarly, the mean of 
fburA'edi&j, college aptitud,e test^ has climbed, and . 
^^plicants krtSw that" 600 (out of 800) ot better in science • 
^f^^ quantitative ability is necessary to assure serious. 

*'Cohside ration m moSt " medical schools. 

, ; r \ ■ ^ 

Before the -predicti'Ve value of these grades is assessed, 
brief mention should be made of the impact of medical school 
course re'quirements ^nd admission criteria ontcollege edu- 
cation. More than 90 percent of medical schools require' 
biology and^chemistry through or^ganic » chemistry , one-half 
specifjr^JiysicS/ and a third require mathematics, with 
calqulu^jbeing specified ih the majority of these. The 
rfniy .ijorSfctientjif ic suUject -explicitly , identified as a pre- 
req\iisit;^(^ls English, which is noted by" 75 peroent of the 
114 mejli^paiss'bhoGls (Assbciation of^American MedicaL Col- . 
leges !l;$76) . It "is small wcrnde^that^the majority of 




* premed students talfe '^cienc6 cfourse after science course, 
and in eacfei one their' concern for ^Irigh 'grades i^. an obses-' 
sion. I have spoken to mhny colledfe students who did not , 
wish to go to mediccil school and they Jiave ^made major ef- 
forts to' avoid .classfis^ with preijie'diqal students ^Bfecause 
tlie compQtitivene'ss and 'preoccupation with grades militate 

t against learning. The particular concern of medical- school 
admissions, "boinmit tees with thecperfcJrmance of applicants* 
ip organii' ch'ejftistry mak^ this a ;na j6r^ b^i,t.tleground for 
inte^erfipnal . competition amor^g » prospective meSical stu- 
depts. The resultant' cheeting,. sabotaging of classmates'" 
experiments, *and other dirty tricks are common knowledge 
among coll^g^ Students -an^^-f acuity, »nd were brought to the 
"public's attention by Alton Blakeslee during this' past year 

.Ojie cannq<> blame the premed student. 'He or she knq,ws 
that 87 percent of «he ^accepted ^plicants to medical 

^'^school inaj 

. ^'Uch out- 
i<5aX scie 

'thing else^^going for them^ such as plaS',ing the oboe 
well'I * It is5"bad' enough that there is an overemphasis on 

. scie^ice 'courses for those who Ultimately are acce*pted by a 
medical school; for those who have faltered along the way 

^because they failejd to -make a high grade in^ science or, 
even 'worse, for those twd.'Out of three who have all the 
apprppri'ate b'aitle ribbons and* then are denied admissiori,^ 
the effect' is devastatiifg. Their college education has not 
adequately prepared^ them for other health careers or even 
for god^ citizenship, and onlJ^ a^few en\er graduate studies 
^ in one the ba^c sciences. A few ^thousand who have 
wisely chosen rich parents, go to thte "small number of for- 
eign medical 'schools which still accept Ahi^rican students 
and where, for the most fJart, ttiey ^receive a^poor bii|t 
costly education. * - 

' * St ^ ^ ' * ^ ' ' ' 

Medical schools, of course, believe that thej cannot 

* be. fault'ed if so^. many wi^sh tp enter tlT^^noble^prbfession^r 
^and further they* have a public jfesponsiSility^to select the 

most qualified applicants. The! first question then is, 
""Do the college grades and the MCATs predict academic , per- 
formance in medical school and in clinical ot other sitti- ^ 
atidns requiring skills beyond the usual ones?" There is a 
'considerable literature involving hundreds of medical stu- 
dents in many medical schools which demonstrates that the 
^two major grade selectors (GPA an^ MCAT) predict acqurately 
the grades .students will receive in their first years of 
medical school. Thereaft.er, it is all downhill, so that • 
the correlation between high and 3fOw CPAs ^nd MCATs and 
the performance of these students in their fourth year be- 
comes as small as +.01 (a. perfect correlation j.s 1.0).^*^. 



♦The' author singles ovit the following, sources pQ, the 
,(Contipued,on j^t^) • >v < ' ^; , 
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There is slight yariation depending on whether the CPAs 
'in- the last two years* of ,xcollege are us^d a^- predictors 
or 'whether individual MCATs ''^re used, but none ^ccura€ely 
indicates achievMRent. in the clini^cal ye^irs. -A review "of 
th§ literature by Wingard and Williamson (1973) revealed 
no significant relationship between, physician performance 
during the house of f icer^'J>e^iod or inpractice and premed- 
ical grade c^riteria.* . ' ^ 

Interestingly, the performance on Part i'of *the 
National Boards and MCAT scores correlated well (Leif et 
al. 1965)^/. and t^jis, tome; is a.less»than flattering - 
comment on ^the National Boards. 

Having seriovr^ly ^uesJtioned the m^in^tays of the 
mediqal s^ilipol selection process, there sti'll is the im- 
portant interview^ for thos6. who have j>fisse4 through fhe 
apparently irrelevant but cGntrolling, GPA and MCAT screen. 
Surely the wfedom of "seasone^d faculty ^ 'basic scientists,' . 
and clinidiail^, will' be able^to discern those qualities 
^which will feventuate in' good ^students, good hous^ offices, 
and gSod practj^j.ioners,*t • To a^^ss ih±s judgmental process, 
it. would be helpful to a^etermirte the goals 7of medical • 
educatibn as .defined^ by the medical schools. Alas, such 
.inforrtatj.on ia not readily avajiiable. I know of a number 
of schools which liave the spej^J^c <^Hectives o^eduCating \- 
physicians to meet' -tlie identC^lfil^d^l^s of the isS^tes'or 
the •Nat ion. Among these are'lfclife'^Uhiyersit'y o^ Illinois, 

the University gf Florida, t;he,Ui)ij/e*i^irt^rof Mi^aourrt 

Kansas City, Michigan Stat© OniVer^i^ty' and the ,Oal<?ersity 
of Southern Illinois. In tfie-.AAMC '^^Association of American 
Medical Colleges) *^dical School Aditfissipn Requirements 
1975-1976,"'91 "of the 114 medical schools do not list goals; 
21 list only •such general objectives as '*basic foundation,, 
of knowledge .for all aspects of ^medical> care/" '"production 
of physicians who will pur^e.a lifetime of continuing 
education," and "learning about disease. states, in ^majj. " 
Several, 'of the schools mentioned above note that they are 
selecting studenta who intend to practice in the- State t 
wfiere they are located, and two schools Indicate their 
^oals of educating phjfsioians for comprehensive care, • 

Despite the effort^ of^ few schools to r'elaj^e" their 
5ele^ti6n to the objectives of medical education,'' the , 



(Continued f rom^ ^jlJjQ.) • ^ • 

subject ,pf gjsade ^electors as determinants of. medical 
schqol ^ferfferinance: "Bartlett (196^7), Best et al. (19*71), 
gongdil and-Fitz (1963), Donnelly et al..(1970)-, Ecttols 
et al, (1973) ,*'Gaugh et al, (1963), Gaugh and Hall (1964), 
Hal§y and Lerner (1972), Jason (1972), Korn\an 'et al.-(196a), 
Leif-iet al, (^965)*, Oetgon et al. <1'971) , Otis, and Weiss 
(197|0 ,^-Pauli (1^73^ 'Rhoads et al. (1974), Scheuer (1975), 
and^irl^ard and WilRamson (1973). 
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^ majority apparently consider their function to be the^produc-* 
X . ^on of the. "omnipoteritial" physician. In the* few s^tkiies . 
avail^UDl4/ the interview appears to be as ,weak^ reed as, * 
grades and MCATs in predicting the outcome of inedical educa- . 

• tiont 'These studies correl-a-t^ed the interview with medical 
* school perfonftarrce, genera]^ competerice at gradnat;^Qn/ or 

. clinical effectiveness as measured in internship and found 
values ranging from + .01 to +.21 (Echols et%l. 1973/ Eron 
1954) . An independent evaluation by psychXDlogists^ of thoSe. 
, accepted by interviewer^ revealed that successful c^ixdidates 
^ were 4iealthi^ robust, good looking, , cheerful , ^good natured, 
and relaxed. The rejected were characterized ""as. tactless, 
thsmkless, frank, pessimistic, unconventional, Jiighstrung, 
coarse, and complicated (Hqlland 1973, Ingersoll and Gi*^ves 
1966).. . i W_ ^ ; - ^ 

Perhajjs i-t is not too surprising that the interview 
^ pre'flicts little more than tJie personal preferences of the" * 
interviewer. With rare exceptions thef^nterviewing, process 
is not sitandandized, the interviewers are not systematically 

• trained ''^i^ith' a .purpose in iftiftd, the composition of* the 
int^rvie^fing team is irte<3ical faculty and medical students, 

*and the outcome of thef interview rests on subjective weigh t- 
Jmg by the interviewer. , \ • '* 



A f inali^lftsessraent of the results of the total medical ' ^ . * 
school admds^iim process as rtow practiced lea^s to^ two im- * N 

portant conclits*ions': V) Tfie vastt majority of accepted appli-_ 
» caijts* -graduate . f rom medical schdcTl. ^A personality measMre-^ , ' , ^ 
went -suggests that abtsCrt: half -are "non-normal" "(RockweHr-'-and 
^ , Rol^welk X974 , Rothman 1973) ," 'showing wh^it h%s been cJ^escribed V 

as a "^i^onnal* neurosis.^ (L^ske *et al. ^196.4,) known as "the "irted-* ^ 
,+ j^catl student personology of th^ obsessional yariety;^ in which ^ 
^ students make -an adaptation that pertnits them to function in ' 
* a rigid confp^nning fashion.'"^ 2) The'-fadmission process se- ' 
•'lects students who are /more iikely .to be interested in sci- 
* . ende than, in p^ople^^ Daniel Funke'wstein (unpubli^6d mono- * .-^ 

graphy, who has been a systematic ^'udent of medical studejits, 
has suinn\'ari;zed his' 17 ^years of research on the bases of 
career choice. Hi^^*grouping.pf students into /*bioscientif ic" ^ ^ 
^ and" "biosocial" ,typ^i|^-eah ^readily be done *at matriculation, * 

.b|Lit;th^ir ultimate careers are determined by factors^.other _ - \ 

than personal characteriQ.tics . Among these are the post- . V 
, -M.D. training, type, an^ loc'ation; the* geographic prefer- r 
< ' ences of the spouse; the financial pressure^ and possibil- * • 

ities; the practice opportuni'Cies ;^ and^ of equal importance/ 
•^he sociejtal J>tess^res. All Except perhaps the last are 
- self-explanatory, bv^ the importance of the social ^es- 

sures should Jae empl^f sissed ; . ^ > ^ , 

' \ . ' V ' ^ ^ 

In the post-World War H; period the rapi^ and exten- , ^ . * * » *V 
sfve accJLunulation of new bibiffedical knowledge was ^ope ".Y 
factor leading to specialization^ but equ^ly significant * 
, was '.the public attitude that a specialist was necessary j 
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for optimal medical care. This presuirt^tion, with its , 
corollary of deprecation of ,the general practitioner or 
g^neralist, ■ led to a reversal, of 'the ratio of generalists 
to specialists from 80:20, in 1940 to 13:87 in 1972. Now ^ . . 
the pendulum is*swing4Q9 back an^ the demand for compre- 
hensive, continuous, and personalized care in the form -of - • 
primary care physicians has risen rapidly. Medical school 
admissions committees have changed but littl« and continue 
for* the moqt .^p^irt -to select students whose personality and - 
aptituties are more relev^t to careers as biop\edic^l , ^ . ^ 

scientists, academicians, or spec-ia lists than as primary • i " 

care physicians. Necessarily, howeve^, a proportion will ' . 
be forced by external* circumstances into comprehensive 
care for which their character and training may be'' inappro- 
priate^ 

Asjnow organized, medical education appears to have 
little influence on subsequent carjeer choices* (Funkenstein 
unpublishisd manuscript, Rezlw 1974*) . s * \ / 

Having indicted the ""selection system," I would like • 
^o placQ Jbefore you some suggestions for change, ^\ \ ^ ^ • . 

Furs't, each medical school should define the objec- ♦ 
tives of its education. These might rahge from the limited ' , 
goals of educating primary care physicians fot t\i^ undet- , 
served urban cotraminity, as in 'the program with whic^ I ' 

*fiiv^ssociated, to the product^iph, of physicians for a vari-- 
eJty,'6f careers: including biome3£fc;al scientists, he^^tK 
care administrators, specialists , vgeijeralists, ^and so- 
Torth. For schools with .the latter purpose, -the faculty v 
Shovfld have some concept of the. proportion of each. iden-. 
tified career that wouXd be appropriate. During the ^asft 
40 years ..of my experience in medical academia, I 'have been ^ y 

privileged 4:o be' associated with five" medical school*s.^^ In . ^ 
each/ the'-facjilty leadership solemnly believed that'theit . * 

medical sGh6ol'-had the rfespon^ibility to produce the med- 
icjpil^ faculti^i^^f the future,, whereas^ the ot^ier American 
nfed^Lcal sctt^Srfe would* produce 'the practsitioner^ As I 

^iave vis^md other schools, I have found tITis* conceit to • • . 
b'e^widi^ead, so ^hat e^<?h institution sees itself^ as , 
producing chieftains but no Indians. * '* ^ * 

*| Second, if medical, schools 'defined their educatidiSI 'C 
ftission more precisely, they might.be able to indicate the 
premedical Requisites in a more rational, fashion.^ This 
should be done, in .collaboration with undergraduate college- * 



and uidyersity' facul.ties. I believe a core premedical _ 
curriculum? could be devised in swhich mathematics, chem- 
"i&try, „,and physics would be reduced so that: they were . 
contributory to an understanding of the basic "medical^. 
scienqissC but no more.*. The overemphasis on chemistry » , 
particularly, organic chemistry , _and on mathematics is 
unjustified in. .terms of their importance to the medical, 
sciences or clinical medicine. The^r distinction now is 
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more yxat .they keep (Jown the number of medical school - ' j 

L applicants than that they are vital bodies ^of knowledge. / 
I The core curriculum should- include a significant segmerrt ^. [ 
.of the social sciences' which would foster an understanding 
tlof. health and^the health car^ system qf our country. If 
.^Ipossible, f-ireld experience shdild be provided so that 

- ptudents would^ave a mea^s of testing their *interest*in * } 
hedicine against jreaUty.S Finill^, the importance of ^ ( 

• the humahitjies shouXd jbe emphasized as a prerequisite to • - 

- medicine, affordir^g the prospective physician an awareness 
ana sensitivity to diverse cultures. 



* Beyond the coie prerequisites, variation could be 
encouraged. •The student whose aptitudes and skills lie 
in research could concentrate bn an area o^ science where . 
experience in the laboratory dould be gaine^. 'The commu- 
itlty-minded individual could broaden his academic and • 
people-oriented experiences iri apJ)ropriate fashion, and 
so^ could others- relate their interests to the varieties of 
careers which medifcine provides.' * 

Third, the selection of applicants should be on the 
basivS of cognitive and noncognitive criteria. The academic 
entrance requirements should be set at a lev^l which as- 
sures success in' the medical, ^chooi curriculum,^ but after 
th^t criterion has been met, the antecedent Academic • 
achievements should be given exponentially decreasing 
'7^^ emphasis on facts whieh play such a large 

^patt in our*carrent academic standards is palpably irra-r 
t^onal a& we know that the half/life of tljes^e . :^cts is - 

• less than a decade, a more appropriate *testing for poten- 
tial physicians would be in the area o^roblem solving, 
and I don't mean the manipulation of mathematical fo^rmulae. 
^ince ayphys^-cian is constantly faced with problerhs,' ii; 
would/^pear' mote reasonable to ascerlj^a'in the applicant's 
aptitude irv^his area. A varie'ty of such.^e^Js are avail- ^ 
able but their applicability to medicine has not been 
determined. / ^ ' * ■ • - 

t ^ ' < ' • » 

The academic reauiremjsnt having^ been 'met , major 
attention shouXd be directed to nonacademic criteria. 
Again there as a latge bQdy of liter'a^turd on. various sorts 
of analyses which have greater or lesser correlation witt\ 
future medical careers. It. would appear useful fOr medicT^l 
schools to develop collaborative research usin^ personality; ' 
attituditial', self-analysi-s and other forms of examination 
to acquire conclusive information, in the .opinion of many, 
including myself, the best predictor of future activitv is 
past performance. This is ^why the premedical requirements 
must h,e modified sp that potential medical school students ' 
can havd the <5pp©rtunity to identify ^heir area{s)> of 
interest) and skill ^d then apply themselves accordingly. " ' 
There is need for much research to validate this concept, 
but such efforts are long overdue. For -your possibre in- 
terest^I have included in ^:he appendix the admissions . 
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processr which is in use at the Center for Biomedical Educa- 

ion at City College.* As you can 'sec, the academic and 
nonacadeinic criteria are carefully defined and quantified. ^ 
A proportion of, the applicants are interviewed. The inter- 
view form is -standardized so that the same areas are coverlid 
with each student.'^* The intervieworrs are trained and they 
are :dr awn from medical faculty, faculty Ifrom other disciplinesi 
and non^aculty personnels An effort ij m/ide to have appli- 
•cants interviewed by*a majority and a minority interviewer. 

the value of our selection process for predictijUg the 
future fcareer^ of our students is indetermina-tse at this 
time. We do Ip^lieve, however, that a retrospective study 
will contain pxjecise -data on the basis for the^ selection of ^ 
, . students and wij^l enable us tp di;;^' conclusions regarding / 

tfieir r^J^evance., The only aspect 'on which f^e' have evidence [ , 

date r^iates^to attitudes^' oi our students compared to ^ i ^ 
Isludents at ColiSnbia iJniversity College -of Physicians and^ ^ ' . 
Surgeons and a national sampW. . There wercfrany subjects oh^ ^ 
wKiqh there was a consensus s\chyas ethical asfJfects of the 
. , clire of terminally til patiients, emphasis on patient care, 
i) practice arrang^ements, importance, of ma^ipg* money , and sb on. 

The 'divergences appeared in type pf practice (in which pur 
' students opted foik primary care disoiplines overwhelmingly) , 
""attitudes^on n^edicare*|tnd i^ts -corollary national* health-',, 
insurance (the City. College students acutely f^lt the inad^ i 
ViacieKof present policies)', and> finally, their willingness 
to practice medicin^^on a sala;:ied rather a fee-for- ^ 

.service* bajsis. . . ^> 

In/summ?ry, the common medical -school selection proqess 
■ih?iy be indicted on the following .gounts; . 



\ 



i ^ #The curi^nt use of and emphasis on graces are not^ 4 
predictive df medical s'chool performance ift the years of 
clinical education or thereafter. ' • ' 

#l'he faildre to develop, test and use •noncogriitive' 
criter^ia leaves to ^hance, the, personal char'acteri^ics of 
/the future physician. 

#The selection process distorts premgdical education 
so that those accepted 'are -not w611 prepar^' foi; medicine 
and those A^ho have floundered 'on the way, of have been 
:rejected,'"are not educated- either. -)^or alternative health 
c^6ers qr for good citfz^hship. - ^' 



if 



. *Mdi^i,ona?.|i|iformitidn jtnay be obtained-'upoTi^* request . 
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It ia suggested that consideration be given to the 
following pifoposed improv^ents: ' ^ . / - 



#A definition of the objectives of mediJSl education 
ty^each school and ' the t;riteria to be used in the selec- 
tion'of candidates for' each 5:ategory. 

•a 5e-empha'sis on sciehce in premedical "education and 
a concomitant encourageirrent of the social sciences related 
to heCalth and the humanities'., 

• The "development of methods for testing ability at^ 
problem-solving, as one of the most relevant slcills for a 
physician. , * , *> 



y -1?^® ^^^y signs tha^ -soo-iety, is. finding the 
medical profession too insensitive* to health care. The 
^emphasis on fedupation for allied health professionals and 
the resurgence of faith healers are clear indications that 
traditional doctors are not meeting societal nee^s. 
Although it is recogniaed that medical schools cannot soive 
the proljJ.em, they ax^e certainly a critical link, in the 
^^fA^v. - Hef o;nn xn the selection -process would be an appro- 
^priate beginning to ^demonstrate that American medical 
schoc^l6''c.an respond with vigor»and relevance to the needs 
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Appendix 



'CENTER FOR BloJiEOI'CAL EDUCATION SCREENING' 

AND Admission procedures for the class 

"ENTERING IN SEPTEMBER 1976 



Introduction ** ^ . . • ^ 

The principles which will guide the consideration of * 
applicants and determine the final maHeup of the class o^ 

^students entering i^ September, 1976 , ;are~ unchanged from ' " * 
those used since the inception of the, biomedical program " 
three years ago. The- two basic principles are (1) academic 
quali-f ications of a^plicant^ necessary^ to meet the demands 
ot the. curricjilura, kpd. (2) commitment of the applicants tol 
the objectives of primary medical care for the undersetvei 
urban community. .The procedures described in this docun\(ent 
are elaborate and precise and are based on the actual experi- 
ences of the first three classes through two and one-half 
years of the curriculum. With the passage of each year the- 
assessment of academic and non-academic qualifications will 

^bq^c^e more reliable as the evidence is strengthened b^ a 
larger number^ of students in the program and greater experj.- 
ence with the performarice of students in academic and, field' 
courses. It is probable, therefore, that the procedures 
will be modified in succeeding years as the program gains ^it^r* 
increasingly substantial data base. < ^ 



Summary of Screening artd Selection Process 

I. PRELIMINARY SCREENING ^ 

Preliminary screens are applied firJt to the apad^ic 
and then to the non-academic qualifications of *each appli- 
^cant. Only those applicants appearing to have some reason- ^ 
able chance of success are considered further. ^ 



^.11 . $EI,ECTION FOR INTERVIEW 



^ From the pool of applicants remaining after the 

preliminary screens, those judged to be best qualified are 
called for an interview. This jadgmertt is based on two 
scotes developed f rom -t4*G application file. These scotes 

the Academic (h) and the Soc lal-Personali ty-E3jperiential 
Commitment (SPEC) , 



III, 



THE INTERVIEW 



Applicants called for interview constitute the final 
selection pool. Each such applicar^t is given a structured 
interview b^^ two* trained interviewers^* - A combined inter- 
viewing .score (I) was assigned. 



IV. 



P INAL SELECTION 



Final selection iS based on a smgle^f ormula wTiose 
variables are A •(Academic) , SPEC (Social-Personality- 
Experiential-Commitment) and ( Intervievj:) . Those appli- 
cants w^th the highest scfores are invited to enter the 
program up to the class size which can be accommodated. 
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Appendix (Continued) 

CENTER FOR- BiaMEDICAL EDUCATIOH 

\ Admissions Interview Format - 1976 

* «- ' 

■ • <v 

IiTter^iew Areas 

\ ^ , ^ 

I. Th§ impact of some si^ificant health or community 

'activity on the applicant's development. ^ 

II*, The relationship of the applicant %o his or her ^ ^ 
school ». ,Has schdoi been a challenging experience? 
Has an extracurricular activity provided leadership 
opportunity? . ^ ♦ » ^ 

III. Discussion of the moral arid monetary commitinents . 
^What enables the applicant to make such" a commitment 
at this age? (Be gentle.) What alternative Career 
might you choose? Why has the applicant selected 
general practice?. * ^ ^ ^ 

IV. How does the applicant spend- a typical day? Are *^hey 
' prepared for the long j(jorjjSday at the 'Biomedical 

Program? How db'es the ^ap^icant ojitegrate a heavy 
acaflemic load with those activities necessary for 
personal development? ^ , 

. ^v. • . 

V. Explqration of a special area expressed in the essay . 
• Can the applicant bridge the gap between thought and 

action? -* ' ^ 

VI . Extent qf th-e applicant's knowledge of neighborhood 
probl€!ms7 is the applicant aware of any ndlgl^orhood' 
socral institutions-^ which affect the quality orV;U^fe? 

- ^ - * 

VII. 'Has any national or local event been important to tne- 

applicant's career <:hoice? , ' 
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vm« >laturity . ,What serious problem has the applicant* ' 
^ ^resolved in the past year? (Don*t arou^ paranoia 
What are your re*poi>sibilities within yoCfr^f amily? 
Has an emplo^*ent experience taught you any new 
tilings about worKing- with other people? 

IX. Do* you have any serious' health problems? 

At the^ionClusion of the intery^i^w the ^i^plioarit 
should be encouraged to ask questions about the Program. 




Appendix (Continuel) 



'CEJ^^TER EOR BIOMEDICAL SdUCATION 

^ 

Interview Score - 1976 



Name of ApplicaotV 
Da^te of Interview: 



I- ■ - Non-Academic Exp eriences 

- : — ~ , ■ . ^ 

1) ■ Did the applicanf's discussion pf the *• 
non-ac^demic area of thQ admissions 
application indicate t-hat he or she had 
' 'grown as a result af the Activities 
reJ>orted in the Application? 

II • Awareness of Community Prtsblenufi 

1) What is the extent of tm a^>plica^t ' s 
. knowledge of and appreciatj.on for the 
serious problems in .his or her own 
<?<Smriftinity? 

III* ^ Commitment to the Goals, of -the Program 
~ ■ /\. 

1) Doe,s the applicant' have an understand- 
ing of the j.mportance ot general 
y -medical |)ractice? « ^ 

" ' ' 

,2) Is the applicant strongly committed ^ 
to the^ concept of p^roviding- medical - 
services in those areas where i'i is 
most urgently needed? ^ * ' 



'if 
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Overair Assessment 

1} What is, your estimate of the maturity 
X and seriousness of this applicant? 
N 

Score each question from 1 to iO 

' 3 » below average 

» 5 = average ^' 

7- = above average 

/ 9 = outstanding 



Ifttervi ewer ^S-^Signature 
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THE PRC»LEy OF SELECTION ' t • ' ' 

, Robert Q. Marston, M.D, * 

'The unending debate m .^^mocratic societies is-'the t^^k 
balance between the rights af , the d^(Uvidual and th6 neelpl^. 
of societ/r Throughout. most of our history, education has— ^ I 
served l^oth 'goa'ls in an even-hande(3 and, indee^i, a mutual- 
ly reinforcing fashion. • , ~ . 

Firft, for example, the American cl'as3room 'acted as* a 
means of integratin'^g millio^is of new immigrants and making 
individuai advancement possible. Second, the land-grant ' 
movement served well the agricultural, and technologicial 
needs of the Nation even as it made th/ benefits of higher 

'V education available to , much broader segments of popula- 
tion. Third, -the G.I.- bi^l df rights was aimed toward ' • 
several purposes, such as, the effective relocation of 

» returning veterans , ^he goal of replenishing deficiencies. 

in trained manpower whach developed during the war, the • * 
provision of a reward for service in d^fense^of the_cb.uiitry , 
and a significant enrichment of individual lives. • * . ' 

- However*, in rpore recent y,ears, as the goaa of universal ' 

school educatioVi has neaned reality, mor^ and more com- , j , 

p^x questions have arisen, especaally -about. who should be' 
s^elected for pcJst secondary educatioA and undBr what condi- - 
tfipns. We have sefen_a„jwithdrawal from free tuition, a ' ^ 
^ requestioning of open access to higher education, ar review 
of the relative coSl to" be borne by -thj individual and the 
state, and at the same time we have renewed attempts to match 
more closely the job^ market with educational c^utput regard- 
less of indivi^dual aspirations. , 

. '\ - ^ ' 

^ There are three aspects of the selection process -that 
are of particular concern to Ine^ 1) public frustration , 2) 
student confusion, and 3) social purpose \fersu§^the rights JT /f 

^ j3f the individual.. - * / 
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Public Erustration ' 

* . V \^ . 4 
^ * The problem of public frustration is a .g^wing* one . 

In-spring 1976^. a bill was- introduced into'the Fl^a:iraa ^ 

\f Senate wi^th 26 ccjsponsors out of a total of 40 senators. 

'^|ie bill proposed^the following: 

^ ■• The Board of - Regentfr'^alis? require the uni- 
vers! ties to select students for admission to\post-* 
*• bachelor degree prograras as follows^ 

1) Twenty ^pvercertt of tli^ students admitted 
'~ * tt> each postbache.lor degree program shall 
^ b^ selected based on competitive academic 

' ' . -standards established fot that pro-am. 

_ * 2) ^ Efghty percent o^ the students admitted- 
' to each ppstbachelor degree program 'shall 

be selected from those remaining. qualified^ 

* ' applicants b> a random selection sequence 
established by' a drawing,' Inclusion in the ^ 

' * drawing ^Shal^. be limited ta those applicant's . 

who have achieved an undergrac^uate g^de 
point averag<i o^ at least 3.(X on a 4.0 system 
- ' for the best, two academic years, and^h^ 
■ , either" have per^o'rmed at leaS-Kat the 50th • 

" ^ - percentile pn th4»^testing ingt^ument approved 

by the board tot each program, or who have ^ 
_ ^ - favorable- evaluation of estperience' factors 

' I such as: undergraduate major field of study; 

postbachelor academic accomplishments; mili- 
~ "* , • tary, ^^ork, and other maturing experiences^ 

extracurricular activities; community service;. 
^ ' and cither selected assessments , of ability and . 

*^ - rjiotivation . ^ ^ 

The initial reaction was one of disbelief and ^eh ridi- 
cule. In f^ct, I was reminded of a'^story a friend in the \ 
State Department told me a few years ago.. . *^ 
, ' . » ^ a- 

One of ^ the Department's several think tanks was' hurriedly 
assembled to discuss 'thi's Nation's response to Sputnik. 
Scientists, military experts, pqlitical experts, industrial- 
- ists^^and, evenS^ those days, i'nformed representatives of 
the "public debated the possitfle^damage to our image and 
^'-possible shifts J.n the delicate ^alafce of world power. 

.p- • .FinalJir,, in,what'musj: have been deep, f r us tra:tic^rf^ 'one 

(^7t?he members stunned the, otTTeifs by almost^ho^ti^ng , ^I'Wiy 
"^^^Ti^ don* t -WQ^.ghoot J^4pwnl", " 



Absurd. Yet, as the story was told to "roe, the group 
sc5C>n moved back to t^e thought that the development of the 
ability to do just that (td "shoot it down^') , however poor 
the motivation or however awkwardly stated, was the central 
issue. V 

^ ~ Last year, I stood at the Cape and watched tfie launch- 
J.ng of the joint USSR-USA Apollo-Soyuz flight and reoalled 
thi^ little story. 



But .1 thpught about it also- when I read the Florida 
Senate's proposal to "shoot ^wn" the^admissions process. 
All of the- reasp;is not to pass the bill were marshaled— loss 
of accreditation, the injustice of knowingly accepting . 
l^ss Qualified -students, the \uncertain comparabili ty'of 
gr^de point av^rdges from different institutions, and so 
forth. In the end the .bill was not broiight out of committee. 

However, tne relief al the ultiniatd^ outcome ha§ to be 
measured againsj: the for'ce of deep feeling expressly by the 
fa-ct that 65 percent of the senators in a capable and respon- 
sible^ legislature were willing to cosponsor an admittedly 
defective bill. 

There is a deep-seated sense of resentinent an<J frustra- 
tion, not only m medicine but in many other areas wherd 
selection is restricted to^ fraction of those who are fully 
.qualified. _ ^ * 

< ^ * ■ 

No^o^her single item i^ brought as forcibly to,, members 
of governing boards and senior administrators as the question 
Of selective admissions T -^^^^^^^ > 

^ Yet,^ among the most highLy competitive areas of veterin- 
ary medicine, law, ana the morb popular graduate programs 
J*Ath high national reputations, medicine ' stand^ out in ^er- 
al ways. First, admission to"^ medical school has been highJLy 
comp^itive ?ince shortly after the Flexner report in 1910^. 
.Then,^ there is considerably more emotional reluctance to 
.Choose oth^r than the ijdst qualified physician than, say, a 
§econd-rate lawyer, while familiarity with the pi^blem.over 
a longer timeand sensitivity to choosing less than the'best 
qualified berson have countered some of the- frustration , on 
the otTier sida-is-a-growing-barf lement over our use of 
markedly l^ss qualified foreign medical graduate?, the aopar- 
ent sequestration of bright young physicians in areas and, 
specialties of lesse^perceived need in medicine, and the 
higher financial rewards to physicians. The cry ^'But.Lwould 
want to practice in V_ fir a modest incom^" soulids 
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increasingly convincing to many as a reason to select an ^ 
academically less qualified student. 

Stu dent *Conf us,lon 
^ , *4 1 

The question. of growing selectivity and uncertaui or / 
wavering estimates of empl6yment needs (note the ebb and 
flow in engineering over the years) m increasing numbers 
of professional fields constitute a core problem m higher 
education, - One aspect of that problem is cojifusion among . 
students. " 

Invthe current job market, with few exception^ such 
as accounting, and th^e ^jealth professions, we are constantly 
asked to ^justify educating tt public Expense individuals ^ 
whose skalls are not needed,, ^t least not in the cufrent?» 
economic climate. Srtiools;!bf edu6ation are especially vul-^ 
ner^ble now as the last of the "baby boom*' students prepaiT^ 
to teach the decreasing (numbers following them. It has 
bd^n difficult to' sprt oiit the benefits of downward pres- 
sures on colleges of education, since ^the ultimate result 
may be only tcf move more bodies to the colleges of arts and . 
sciences* --^hese games of ' niusical chairs, in which one after 
afio^her prof eisional "chair" is removed, cause .great confu-- ^ 
sion anMpng students. 

IVhat is the basic' reason fdr a college educa*on— (Jareer 
enrichment or life enrichment? y 

^ -r DO too nl^ny people go to^college and ' for the wrong 
reasons? 

* . « 

'Can- we ever really cb(ne to^grips w^th. the basic fact 
that there .are too many people f^^^e, world, for the United 
States of Wrica, for everything? 



The question of se^lectivity and admission t^medicapl ^ 
school i5 the clearest* example of dedicated and ^qOalif led 
voung individuals experiencing^ an unreasonable block to a 
qoai pursued' with care and effort over many years. However, 
tiirgrea^^est impact changing^the climate on campuses ;has 
been the large number of students with basic qualif icatiqns 
•'^o find that eve^-their second or third choices may not be 
^•available. Added to the confusion associated with the se- 
lection process is the i-Bcreasing prospect that completion 
oi professional education may welJL be followed by ^ lifetime 
,of uhder-employment. ^ * 
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[The students on our campus ^re more -serious, liarder 
working, ami not unlike the students who returned to th©> Z-?, 
campuses after Worldrfar II; *yet they aire a bit -fearfuL ' ^'^ 
aijout the future:^ Th^e students are' younger than the 
ppst^orld War. II studeats and less mature. One'' hears mdre 
disturbing stories about ^tthroat iPompetition, greater 
incentives to cheat, and a»harsheriing qf attitu^^s because 
of the stakes involved. .These concerns liave stimulated 
responses* ^ Our pr^Hrofessional 'groups are focusing more 
sharply -on the adverse effects" of over comRetitlon . There 
is a stronger student- faculty commitment to find ways to 
minimize cheating. There is a major program On our campus 
to relate the» humanities more meaningfully to the several 
professions* * :J ' ^ • 

The bottpm line for students, however, 'is an uncomfort- 
able level' of confus4iafa as they do well in college .only to 
find roadblocks in tn^ Jt>b mar^t, in additional educational 
opportunities, ^Rd - i^heir , search for sound advice.. Sxx^h ' 
conditions qons^itute potential social dynamite. ' ^ 

It is notable 'that' tfhe Council of Student' Body Presi- 
<ier\ts in l^lorida's State univ^'^fties supported the senate^ 
proposed lottery bill by a \«>t^of 7 to 2. The, counci^^ 
unanimously urg^d a seiidy of admission policies for all 
graduate education. . ' ' > , ' . 

Social Purpose Vgrsus fetdividual Rights - - 

% ^ ^ • '* 

•t No aspett selective admissiona^-raises a* more pro- 
found and basic question than' that whioh ^ allude<? €o at the 
beginning of my remarks, the rights of the individual -versus 
the needs of society. ' " ^ 

- . Two years ago in India I met the first memberTof tfie 
"sqSedu led* castes** to be headed for a departSftent* chairman- 
ship^ in the All IrvdTa Hedical Institute, world quali'J^y 
medical research ajid educational institute. J^^that tipe he 
V^'s thfs^est qujsilif ied^ ^^^^for the job. OnJy. a few^Gar^ 
J^^aier, however, heiiad' be^en plucked from a ,heritag^^^f . 
'Centuries of village latrine cleaning, the lowest of the 
low, aoid giv^en precedence over other oB^^is peers., 

this paper by pointing out^^free instances when 
education has served the needs -of individuals end society in 
a^inutually reinforcing fashion, that i^??he waves- ^JBtoi- 
gran'ts coming to our shores, the land ^"irant movement, and 
the GI bill.-' * • " * 
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" " Some who know of »y ^opg-term interest and involvement 
^in the proBlems of blacks in our Nation might wonder why I - 
c^id not include the civil rights jnoyement of our times as a 
fourth example. Myrdal*s An American Dilemma correctly saw 
the future of itenerica ajid the rights of American blacks 
intimately intertwined. Education, primarily at the ele- 
^'mentary level but actually at all levels, has been ^e main 
tool for achieving Spcial and individual goals, Mucn has 
bee/i acccmplished; ra»*ch remains to be done, n 

In,^he narrow sense on the subject of selection, the 
dilemma of historically disadvantage^ minorities and women 
and the socially and economically disadvantaged fit almost 
equally well under the "mutually rodnf Orcmg " label, ^ or, as 
I have chosen, the polarizing^ label of "social^ ly^eds versus 
' individual rights . " * 

,^Our* society has determined the need for greater repre- 
sentation of such groups in professions and other' ar«as of 
leadership than^will be achieved readily by strict measure- 
ment by conventional assessment of merit. By Florida Board 
of Regents' rule w*e admit ^p to 10 percent of students ^roia . 
disadvantaged backgrounds who are deemed to be capable of ' 
the required v^ork but who fail to meet competitive standards 
' set for the other 90 percent of enrollment. * 



Thi3 policy IS uniformly applauded when all can 
accommodated/ supported general l.y when competition is gentle, 
and qIS a source of gij^owin^ concern in such^volaftil'e ^reas^'«as 
medj-cme and law. ^ome have deplored the. fact that the' 
Supreme Court shied away from the issue in the DeFunis case 
concerning the rights of a Phi Beta^Kappa white student who 
was initially denied admission to a law schpol to which less 
academically qualified minority students were admitted. 
However,^^ case can be made almost equally well that^l) 
society 'is best served both by unleashing latent talent among 
historically underutilized segments of our peO]^^ and by 
-choosing the ijiost talented to foster, or that 2') the (question 
ofi basic individual rights favors either the brightest scorer 
or the one m second place because of past oppression. Thus, 
it may be weil that we work through this complex issue rather 
than, seek a speedy and necessari»ly imperfec^answer, realiz- 
.^ng the difficulty ^n explamina to unsucces^rtfr*'^f^:nAi4$X!?.^, 
why individuals with weaker quaTlxcations may be accepted.' 

The other area I have s,e3?efcted to discuss under social 
-and individual needs really has: to do^wit^ the allocation of 
public resources. ^ '"^ 
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, While it is clear tlhat a nation would be unwisevto " ' 
support the expensive education and 'training of astro- 
physicists in numbers greatly exceeding the tools nece%s^^ 

'for'Tiheir work,^ for example ,^ c^les£ial telescopes ,^it IjS not 
at all clear wherer the dividing line between indivTdual edu- 
cational goals and perceiVed national needs' shbuld*lie. 
Margaret Mead pointed out to our students recently that, ^ 

^withf current life expectancies, they should consider the* A 
probability of three or more careers, not one, in a lifetime/ 
This view would place less emphasis on the perceived specific 
quantitative needs of society and more emphasis on the quali- 
tative needs fot weJLl-educated citizens and on 'the aspira- 
tions of individuals to develop skills, attitudes, and 
understaliding which are transferable across fields of employ^ 
ment. — 

>^^^As^one who has' struggled almost from tjfe beginning of 
national debate on the health manpower nee(ls of. the Nation, I px** 
would welcome some shift away from oty: .ppfedccupation with * 
elusive workload projections as the basK for health educa- 
tional policy. In all cafidor, hoMave^ I believe the tide 
runs in the other dirfectio'n. At bojgh the Federal and State 
J.evel, in health and in other are^ of education, the trend 
is to purchase a product With ts^c dollars and to match more ' ^ 
closely those products' be they^physicians, engineers, or 
teachers to the job^ipportmji^ijBS actually available'. This 
trend not only will ^ con tipUe biit will be a useful an d eve n 
necessary^'step in meetipg the marked changes' I shall'TTqv? 
attempt to'^summarize\ 



Conclusions and Summary * x 

I have renewed briefly and f-ac^ually three prob^em 
areas of sel^tion. What should be done? The answer is, 
I think, a ygreat deal. Winners have'been happy and losers 
wish^ they had won since the world began. 

^^^^ 

y^t the degree of public frustration, student confusion, 
'and polarization between social aj\d individual needs is 
ind^d social dynamite. These problems exi^t today at a 
sutf icifent level that we simply must do^ a better job in terms 
2ff the following: ' 

#Defining reasonable -criteria for selection. 

♦communicating these criteria more *ef f ectively . 

• Adhering^ to- criteria once they are "established . 
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While I see little need for a drastic overhaul m the 
basic selection process under the circumstances of 1976/ a 
word is required about the near future. The postmdustrial 
society is not something in the future. We live in it 
today. The lag is in the reordering of our, live^/ our v 
values, and 'our society to the changes which haye already 
occurred . * 

Project .Independence does describe .accurately'' the type 
of definitive central planning required in the production 
an4 utilization of energy m the future. • 

The controversial Limits of Growth does carry a cl«ar 
central message 'of inevitable constrair>>^s^^ our actions. 

The recent book froTn the Manpower Institute, Boundless 
Resource , urgently prescribes a new relationship between 
^work and education. 

It Would be ^most strange, indeed, if the conditions of 
the new world we have recently entered did not drastically 
affect every "Aspect of our universities including- the 
selection process. 

^ « t - • 

Finally, I have been asked to comment Specifically on 
"four questions. 

First, are we selecting an appropriate number of stu- 
dents? * I stopped playing this game ar long time ago." In the^ 
fifiies and sixties the only answer was 'Imore." Today, the 
answer has to 43e "it depends." It depends primarily on the 
type of. national health insurance we haveT or don't have.^ 
Kithout that decision, the ^hort-term answer is that the 
present numbers are probably about right. But, there is no 
way one can Arrive at an "estimate of the numbers needed when 
one has not really <:ome.to grips wii:h,the question, "needed 
for what?" * . ' ^ 

Second, are we selecting the right mix of students, by 
which I infer the right mix of men, women, minorities, those 
with differing capper gpals (of which specialty versus gen- 
eral practicejos the easr^st shorthand) , those with, epccep- 
tional academic talent, and those with^ other desirable 
* qualifications. I think the 'answer has to be that we are 
not now selecting the right mix, but rather use a harrow 
band of criteria for admission.^ 

Third and fourth^ do w^ have suitable selection methods 
and, if not;, are there alternatives? I thi^k we have better 



election methods in the health professions than in any other 
area in the university; It would be hard to think about 
many other discipline's in t^e una.versity even talking about 
the problems 'bf selection as we have today. I believe ^ 
they're far behind m identifying the problems of selection 
and r^ly as heavily on academic achievement as we do-. One 
problem about which we must dp a better 30b is being sure ^ 
that alternative p^thwa^s ar€ not eliminated for those who / 
are unsuccessful. There. is a real danger that' our present / 
selection procedures, plus the econo^iic cop^ixtions which now/ 



i^Lu^-cuuLca, pius tne econo5[iic coixi>xions which now^ 
exist, could lead us to withdraw from the 4ffoV;t to increase/ 
availability and accessibility of medical education to a . 
much wider segment of society. It w.ould be tragic if we" 
allowed these factors to limit access to medical school bo/ 
those who come from tHfe more financially secure segments of 
our population. / 
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■ THE PROBLEM OF SELECTION 
William J. Grove, M.d: - 



The four questions to wJuch this portion of the sympo- 
sium has been asHed to address ipsel£ are in many ways ^ 
interrelated to an e^ctent that makes it difficult to respond 
to one question without establishing a set of assiamptions 
that fixes the response to subsequeAt questions, ^or exam- 
ple, in my'vifiwT the appropriate number of sj^dents can be a 
function of generally agreed upon physician «to population 
ratios, ^or the appropriate- number could be a 'function of a 
clearer* definition of the role of the physician- in the 
health care system. If that role Is defined, the type and * 
number of students best suited to fit that role might' in 
turn also be determined and the method of selection tailored 
to identify a particular type of individual to carry out the 
predetermined role. / 

Despite the problem of one response impos^irffg constric- 
tions on subsequent answers, I sh*all attempt to aadress the 
four 'selected questions with the confession tjiat the ensiling 
comments are the opinion of the speaker, based upon 25 years 
of experience as a itfember or chairman of the aamigpsions com- 
mittee of pne medical school. I suspect we might all agree 
that admission to medical school is tantamount to admission 
*to the practice of medicine because of low attrition rates. 
Admission committee members ^of ten lose sight 'of the fact 
that they are selecting future pr^ticing physicj.ans rather 
than medical students. ^ 

But to the first question: Are Sin appropriate number 
of students hieing selected? Whether or not an appropriate 
number of students are being selected should, in my opinion, 
be determined by the function that we assign ,io physicians . 
in the health care delivery system. • ^ * . 

r \^ , ^ 'I ^ , 

Although one must acknowledge that specialization in 
medicine is a phenomdhon that may well continue into the 
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<^cades ^ead, I believe the role of the physicia(p should ^ 
not be limited to that of a specialized techniciarr.' Recent 
past trends of beha\aor of physicians force., one to conclude 
that physicians -are Jaecoming more -^nd more oriente^ toward 
highly specialized tertiary diagnostic and therapeutic tech- 
nuques and- that 6thei: health' care professional? are assuming 
the role of interpreting for patients their disease, or 
their diseases, and the meaning or purpose of diagnostic 
and thejapeutic procedure^ being applied. Many of the^ , 
physicians I know seem to have decreasing interest in pre- • 
venti^e medicine and m the detection of disease in its 
early stages. These roles seemingly are being Igrft to 
others. Clearly, I reject a ii*mited technical role' for the 
physician, i believe medic^; schools must reverse the trend 
that would limit the role of the physician. A broad role 
for physid'ans will continue to require an output of physi- 
cians at least equal to our present output for many years to 
cc»ne. . 

Some may say that I lon^ f or^ the goo 4: 'old days of th^ 
general practitioner. Perhaps I do, but I suggest t^at \^ 
anyone who has been a patient subjected to the situation of 
attempting to interface with literally scores of health 
care ^^>rofessionaJs also yearns for someone to put his ill- 
ness and its therapy mto perspective for him. I contend 
that most of us want the most; experienced and most highly 
educated member of the health care team to assume that 
responsibility. We must not limit the output of -physicians 
»lest this important task by default f all- W others . ^ 

I 'respond to ,the question of whether we are selecting 
the proper mix of students with a categorical "No!" regard- 
less of whiph aspect of "proper mix" we wish to" discuss> and 
. several aspects of the expression "proper- mix" do come to 
mind. For example, do we admit to the it^edical profession ^ 
the right mix of individuals ^with humanistic interests as 
well as scientific interests?^ Do we have a mix of -students 
that reflect the v'arious socioeconomic ^trata of our soci-; 
ety? Do we admit the right/mix of students of varying 
academic achievements? A corollary question comes to mind: 
Must all physicians have had a premediqal record ot B or 
better? Also, do we admit: the right iitix of st.udents from 
various racial and ethnic groups? The United States , it 
seems to me, is unique among the nations' of the world since 
it is almost the only cou^^try where there are large numbers 
of individuals with varying racial and ethnic backgrounds. ,^ 
By, contrast with most" nations of the wQrld, ours is racially 
•and ethnically a heterogenous society— a heterbg'3Reity that 
has caused many problems in tha/m(fdical school ■ admissions 
process. , /f. , '["r*^' » - 
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ObtainingVa mix of students from various socioeconomic 
strata, <}uite independent of the-racial and ethnia mix, 
remains a ^^^A^robXe:.. By -far the l^^^g^^t Percentage^of 
S^dents, in Uhitld States medical schools today are fJSom the 
higher sociOecononH^ levels of <>ur society. 

. ' m the past few y^S many schools have attempted to ^ 
select students with broad humanistic qualities , and cultural 
Interests but the major criteria by which students continue , 
to be selected is prior acadanic perfprmance ^^^^V" 
selected scientific areas> Until. admis^ns committ*s be 
gin to admit large numbers of students using criteria m , 
addition to achievement in .scientific 'courses , the mix of 
studeoE? and the typfe of physicians ultimately produced will 
not "change. . , 

m 'my view the selection methods in current general use 
should fee greatly modified because, as I have already indi- 
cated;' I believe we^ should be educating physicians "^th a 
. deep appreciation of humanistic and cultural, values as weU 
as -scientific values. I believe the pr^s.ent process of . . 
selection tends td create a homogeneity that is not repre . 
sentative of ouj society nor does it yield a 9"^°^? "P^^^ 
of responding the needs of .our society as societj. per 
ceives them* - , • - ' • 

selection canmittees behkve ,*6; though all students 
admitted were to become faculty "members and ^"^"^ists. In 
_ fact, no more than 15 to 20 percent of ai.y medical school s 
graduates becom4 academicians. On the average, at Jeast 90 
•percent of all graduates become practitioners m some set 
tiS The selection, process should 4>e geared to single out 
. those individuals who will b& sound P"^^^'^^^""""""' 3 
■ academicians. In' a society that is perceived by many as 
' becSnrmcreasingly dehumanized, medical education should 
take the leadership in developing humanistic ^^^l^^ies in 
those individuals it educates, to carry,out a distinctively 
special and personal role in society. - , • 

- RecJiitly.the university of Illinois College of Medi9ine* 
cmpleted a study of how it might best evaluate the noncog^ 
nUive attributes of applicants. A faculty group Ijas recom- 
mended that a carefully controlled interyiew process be 
undertaken in an effort to be mbrf objective m ascertaining 
these qualities. . • ' v * 

s Having said that the preserit seleq^nJmetWs need 
. iinprovement, I must offer, some suggestions^ • , 
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. ^ As ^ar as I anr able to determine, there are really only 
foiir ways by which individual s^an be selected for any task 
or position. They may be selected by meritf, by privilege, 
" , , by ch^rtde, or a combinatior^ of any of these categories. .The 
selection of indivi^als for admission to medical s'chool is' 
no fexcepti^n to these general selection methods. 

The merit melfhod has' cqme, to imply objectivity in se- 
^ lection. Certain instruments of measurement believed to be 

/^predictive of future acad^ic performai\ce are used. Commit- 
tees cone to put g^M^t reliance upon the results of. these 
tests,- heavy reliance 'that tends to relieve the committee 
'•'^ °f responsibility for making judgments on sof ter, ,noncogni- 
,tivl| information.* Recently litigious activity has tended to 
^ strengthen* the use of these "objective" criteria. 
i>* • - i- _ ' * 

. ^ I ^ The metfiod of^ selection by privilege includes not only 
; " the advantage given to certaiji individuals because of .socio-^ 

economic status and parentage, that- is, children of alfmini 
, ^ or financial contxibptors, but also the ajivantage afforded 
under certain cir*cumst'^nces to students ,f ran de'f^ed ^po- 
graphic areas or from certain r acres or ethnic groups'; ' Also ' 
included j.n thi^ categ^pry pf se4ectrioj5^?is\the privilege con- 
' f erred upon some politiqal jpf f icials jtj>^ appoint individual^ 
Qf their seleCNtion, often based upon* friendship .or political 
persuasion. • * ^ j 

j^.-i Chance or randpm selection has not been widely used for 

identifying student^ to be admitted ^6 medical school. It . 
would appear, however, to -be^ the most democratic arid fair of 
all ^election methods, X ^^i^ware of ^J^'^Y. one-^'escperiment 
with respect to^select'ion for medical school where the ran- < 
' • . dom selectic^l^jnethod has been used. ^ 

X> 

As often as' not the merit method, and the privilege 
method 'are combined even though most medTcal school;3>in the 
United States believe they' appj.y solely the merit principle 
• in their admissions proce'sses. The GPA (grade pbint average)^ 
and MCAT iMedical College Admissions Test) are used as mea'S- 
ures of prior ^dademic achievement and as fundamental fjases , 
for selection. 'However, these ai^ often mocfitfied by factols 
of privij-fege, * geographic -areas of origin, p-sScntage, ^nd* so 
forth. Thus, although we often delud^ ourselves into be- * 
Sieving we admit only on the basis of* merit, we in factr 
"modify the rigid merit process by geographic, racial, ethnic, 
parental , and economic considerlftions .' 

, ^ ' Medical schools rarely if ever find ft necessary.' to bow 

to. political pressure, and none has a system where poli- 
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ticians mandate candidates from^^ong^a qualified pool as 
is* done for -appointment to the service academies. 

The Tandom saiection method^has great appeal for me.' 
My attraction to*'the random selection p:^ocess for admission? 
is based upon some assumpyons^ v First, I believe most who ^, 
seek to he admitted to medic^L" school are highly motivated-^ 
The motivating factors may be» purely self ish, * purely humaiji-* 
tarian, or, realistically, something in between. Whatever 
the'^basis^ of moti^tion, however, I believe most of us woul<J 
agree that^ those seeking a<finission to medical school are 
.highly motivated — perhaps one sho^uld say, highly self- 
motivated. ^ ' ^ ' ' ^ 

Second, I assume that any motivated student with an 
, average MCAT and' a reasonable GPA — let us say 3.0 or better 
.on' a 5.0 scale — can\succeed in. medical school. This assump- 
tion is based upon some exper4,ences I shall report in a 
moment. Third, I asstmie that there/has not yet been -a dem- 
ons-tration of a correlation between premedical and medical 
school achievement and the quality of the practice of 
-medicine, -^nd, fourth, I assume that no more than 15 
.pprc^nt of the tJotcil ann^ial national output of physicians 
can or ••should be'tecruited into academia. '^^^ 

• ^ •'• * , ' . . ' 
Several experiences over past years ^at the University . 

.of Alinois would suggest that students with wide ranges of 
grade point averages and MCAt scores at the time of admis- 
sion can all succeed in medical 'school and go on to become 
practitioners. About 4 percent of the University of Illi- 
nois Coi^ege of Medicine graduates enter and' remain in 
academia. * ' ^ 

Since* the early ..1930s the Univer^ty of Illinois has 
been required to admi:t students from Cook County and non- 
Cook County areas of t;he State proportional to the relative 
population o£ Cook County arid the remainder of the State. 
Until recently the average of the non-Cook County group 
grade point averages has been below that of the Cook County 
gro^p' of students.' Yet there has been no signif icantMif- 

ference in attrition rates between the Coo k C o unty and non 

Cook County groups when viewed over 'a. long period. 

Beginning in the early ISySOs a select grouXo^ students 
ftom rural areas of Illinois has been -admitted on\the recom- 

* mfendation of the Illinois Agricultural ^ssociation'^linois 
Statfe Medical Society><in exchange for "their promise to these 
organizations to remain in a rural area format least 5 years 
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after graduation. Nearly all of th^ese students had^ pra^or ' * 
academic reeords^ as measured by the GPA'and the MCAT, sub- 
stah€ially below that of the average of the .reraainder^^^f— 
the class that was admitted. Yetv on the average over the 
'years, th.e attrition rate among this group has not been 
statistically higher than/ those admitt^ed through* the regu- 
lar, process. All have met on§ of the criteria for g^^^ua- 
tion — passage of National Bciards, Parts I and 11. 

'V' During the, past 8 years, ^e Medical Opportunities V 
Trogram for minority group students has provided an opppxf*- ' 
tunijty to ql^'erve a group of s students with prior academic ^ 
performance lower than the av^age of all students admitted. 
Although a number of these students havfe taken -more than the 
usual time to meet the requirements for graduatiofi, and 
although there has been a higher -attrition rate, the program 
has Contributed significantly to increas'ing the number of 
minority physicfians — -physicians who would not be in practice 
had academic merit been the only criteria^' The point is, 
most of these people made iti 

All this seems to suggest that given motivation of stu-# 
dents admitted to medicine and given students with a reasdn- 
Able prior academic performance, success in medifcal schpol 
c^n almost always be achieved. ^ , . 

Gradually, almost- every factor that at on'e ^me or 
another had been used to restrict the si^ze of the applicant 
pool i^ being^ eliminated. Federal law prohibits discrimin- 
at ioh agai,nst applicants because of sex, race, color, cree^, 
age, and, most recently, i>hysi^eal and mental or psychological 
disability. k 

1 am perjsuaded that the^random selection method would 
essentially eliminate admissions ,prol)lems related to alle«- 
gation|^^^f^iscriminatj.on ^aad that students so selected 
_wotiia''^fucceed . However , ^j^randqm method "^of selecting poten- 
tial practitioijers medicine rai^s a stijcky 'issue — that 
of public acceptance. At least, -our ac^onit -comitykinity and 
probablly a much wider segment, of ^our soc?iety Hs rooted ifi 
the tradition of the merit^rincifil6 ^ sielect^^, ^ ina^e^v 
how badly the^system may' be difetofte^e^ Before 3^'sy3£im^f^, 
random selection could be implemented% a ^uiuic edtlSai|:i< 
'program demonstrating its desirabil4jb38 woiiij-d Ije r^\^ire< 
The target of'^uch an educational program wouldB necessari 
include the media, legislators, faculty, Studeijts, an^^ 
others- ' , _ ^ ^ 

A "ra«dc3m selection system of admissiolis- might be ^eve 
oped ds. follows: The medical- school could define the *^ 
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parameters .of the applicant pool froiawhich students would 
be randomly selected. For e^xample, a school might require 
a minimum GPA of 3.5 on aS.O scale, an average MCOT above 
the 40th percentile -(th^t is, equal weighting of all parts) ^ 
^baccalaureate degree., and a n^, acceptable l-evel of perform- 
ance on a seties o^ Interviews directed toward determining ^ 
jioncognitiye characteristics of the applicant r or seme other 
schen^e f 02^ assessing noncognitive^ characteristics might be 
uged. ' , - ' . 

Onde the- pool was ' established , €he clasa would be 
filled^lsy random selection. 




I suggest that the effect ofi such a program might wel 
be the^odification of fetudfent behavior vis-a-vis seiectio 
of college curricula. If it is perceived by applicants 
that noncogaitive attrib.utes and a knowledge of the aocial 
sciences and hum^tnities are seriously being, considered in 
addition to knowledge of the bagic sciences,- the char^cter- 
istitjs of the applicant-pool might shift dramatically. The 
competitiveness for ,"grades" .mig^it decline and students might 
actually seek an education since their chances ^of Admission 
with a C+ or B average would be the sam.e as^ the student who 
get^-ail A's in science courses. 
" ««» 

The Netherlands has used random selection for 5 or 6 ' . 
years. A review of their experience after, a few more years 
will be* interesting . ^' t . 

>" -I conclude:' 1) that' the output of physician^^ Should 
■ not be decreased, 2) that greater attention must Fe paid ^y 

medical schools to ways of admitting more broadly educated 
-^persons and of eliminating discrimination on any basis, 3)^ 
tha^ our present system of admissions' tends to limit our 
ability to fulfill these objectives,, and 4) that a system of . 
random selection might provi4e a means of helping to solv^ 
of ^he problems now plaguing the admissions process. ^ 
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As •I mak^" th^se, perhaps, nonconforming suggestions, I 
am not.unmindful of Machiavelli's. warning : "There ^is nothing 
more difficult to. carry out, nor more doubtful of success, 
nor more dangerous \o handle than tx> initiate a new order of 
things." ^ * ' 
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THE PROBLEM OF SELECTION 
Critique^nd Challenge 



Arthur J. Snider 
Discussion Initiator, 



Mr» Artlfur J. Snider ; As a newsman my task is gp ask some 
objective questions; but I would like to^begiry^as 5 layman 
an,d a cJbnsumer of meAcal cctre, with several subjective 



coiranentsv^- -^--^^^ 



I think the three Speakers were most perceptive m out- 
lining the gainful problera^ that confront medical educators 
as they strive to find "^n equitable method of selecting 
among mer itorious^applicants while balancing social purpose 
against the rights of individuals. j^But liam far less "sure 
that we have heard from them a clear-cut operational solu- 
'^ion. When Dr. Mars ton noted' that a lottery metho<^had been 
suggested in Florida and Dr. Grove* said he looked with' favor 
on some kind of random selection procedure, I couldn't help 
thinking about the reaction of a patient being prepared for 
surgery when it was revealed that he would be .operated on by 
a doctor who had befen admitted to medical school by hiving . 
h^is name drawn, out of a- hat. Mention was ^ade of the selec- 
tion/sysJtem that was started ip the Netherlands in 1972. A 
Dutch cardiologist at the University* of Utrechj: has called 
this system immoral, and a direct threat to science. 

^ Now many sphools'are exploring new ways to ^^luate an 
applicant's motivation for a career in medicine. Fifteen 
years ago the right answer for a student to give when asked 
about that motivation wc5uld be some expression of ambition 
to see patients, to ^erve humanity, and to contribute to 
the advancement of medical science by doing research., More 
recently,* the right answer has seemed £o be an cunbitJtoa to 
render service to the underprivileged and the jnedically 
indigent by improving the health care delivery system, will 



the right an^er tomorrow be, "I favor national,^ health 
insurance." And what will the right answeif'be in 1984? , 
Are thesfe* criteria or dogma?- A.new^^n*s traditional x:ple • 
is to challenge the establishment, but in the face of this 
fnorningVs strong and uniform, indictment of the conventio^pal 
medical school; selection procodares I find myself compelled ^ 
•to serve as a kind of counterbalance -and defend the estab- 
listenent* „ ' ^ ^ ' 

/ 

We h^ve been told that the present selection methods, 
bftsed primarily on GPA and MCAT scores, do not predict who 

' wiU make good physicians, but mer-ely who will survive the 
first year of medical school. Nevertheless, perhaps the 
proof of tl^e pudding is in the eating. What'has been the 
performance of these graduates of American medical schools ^ 
in the eyes of consumers? By and large the American public 

'gives the radical profession high marks. Studies have 
repeatedly shown 'that mos.t people, including those from low- 
income grbupS/ are Jileased with their doctors. "To be sure 
there are shortcomings, eSj)^cially in the distribution of ^ 
medical services; but these, too, are gradually bding over- 
come by the IjiW of supply and demand, forcing— physicians to 
fan out frc5mtiie metropolitan areas. We do not see today, 
as frequently as 'we djd in the past, the banner over a high- 
way saying, "This- tov^n needs a doctor." 

It is" more than coincidence that the golden age of 
^lici/ne parallels the period in which emphasis in ma$3ical 
^ centers was-placed on scholarships and research.. How many 
millions of lives hcfve been saved by di^scoveries in this 
period, without which well-meaning, compassionate, committed 
sensitive, and humanitari'an physicians would be help'tess? ' 
My newspapers and many others have" printed the warm- and 
nostalgic painting of a compassionate physician sitting at 
the bedside of a dying child. I would prefer that ny child 
be given a little penicillin. If lihe^ physician also had 
some sensitivity and compassion, that .would indeed be a ^ 
welcome bonus.. But as one who has 'covered the frontiers of 
medical research for more than a Quarter century) I find 
myself uneasy tHis morning over remarks that seem to down- 
grade the importance of science \nd scientists in the teach- 
ing of medical students. 

Is the traditional en\X:ronment ofi scholarly inquiry to 
be replaced by sensitivity training and compa-ssion classes? 
If medical students are to be s'elected primarily for their 
promise of having good bedside manners, .why'^not choose them 
from the ranks of nurse^? I think^we tend to use the, terms 
compassion/ commitment, humanitarianism , dedication, sensi- 
tivity, ^nd social outlook r'ather glifcly.v They ^aye tended 
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to.los^ their meaning and become code wordsT^i'Sce.Jmothferhood . 
How^dD^S^a selection committee in a 30- to 66,7;5LirijXt^e\inter-"' 
view de^mine an applicaiit's compassion and humaiii^^^^iirs^ • 
or evaluate what is said on the applicatioi) blanJcT^^^at ^ 
.evidence is 'there that acade^j<f superstars' cannot al'so ^be p^-" 
hxjmanitarian? intellect'and compassion* mutually? exclu-^1*^ 

sive. attributes? . * ♦ 

,^1^^- addition ^to being uneasy over the, app arent desire to 
^diiu^Q tlie mea^i9al school as a seedbej/?o^9C!l%^MiShip , it 
is al so dis turbing 't< /observe e ffotyjt to divert medical 
schoals from tlve .tradXtional role~6f preparTng'-students for ^ 
medical care careers to health dare careers, * As Dean' 
^ Berliner of Yale Medical School has pointed, out,, a doctor's 
fii;st obligation ig. to take care of sick patients, and to 
restore^ their health; the- primary role of 'the medical school 
Us-tt)'-]^tQvide students with the backgrounc^, tlie principles, ' 
and th9 -science that willi enable them t6>fulfiit that ob'li"^ 
gationy -^byiously any doctor wants to keep a patient healthy, 
if it iS'a.t all .possible, but we know that .once you get past 
. .'there is relatively litt^le that can be done 

^ V.-*."®^^^^^^^®^^'^^ preventive medicine. We know that^most ill 
^/^^^^'^^ derives- from, economic, social, and environmental 
^^HSffactors that af e bej^^ond the time and competence of pihysicians 
to remedy. For example, th'e National Cancer^Institute re- 
cently estimated that 80 percent of all cancers originate 
frctn environmental and genetic causes ."^ ^ o 

Certainly a doctor can tell a patient to stop smoking, 
eat a low cho|^sterol diet/ lose weight, have the blood pres- 
sure check<td*^^ularly , or to have Pap smears and breast 
examinatioffe^ut the nimber. qt^diseases that that doctor is 
going to prevent by such advice i's rather ^smal\, In^ short, 
^it is the responsibility of doctors to identify noxious in? 
f luence*S^ and join with colleagues to limit the»h. .But it is 
questionable how much any doctor can do as an individual I 
If we get physicians, heavily-invo'lyed in the social "alid 




political aspects of medicine, they will.be lost as practic- 
ing physicians. They have insufficient time for everything 
now; A prominent academician reported to me m informal 
conversation that some of his senior medical students d^ 
-i?°t know how niany cubic centimeters were in a teaspoon, I 
"How,** he asked, "can these students prescribe drugs? Ten 
years ago, if I ask^d that question students would knowthe ' 
answer. Today's students know much less about the fundsanen- 
tals pi medicine because medical^^hools are trying to sat- 
isfy- too many other outside int/erests and too many outside 
pressures. With the quantity of new knowledge growj^ng'^.' 
geometrically, faculties don't have enough time nOw tb ifeach 
students what they sliould know." . r \. ' ' v 
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Finally/ we have heard "the GPA and the >1CAT c»iticized 
here, not only as poor predictors of clinical* and profes- 
sional ccaapetence, but; a? discriminating against the under- 
privileged because these measures of achievement are *oriertted 
tdTtiiddle class values. Suggestions have been made here for 

-diluting their importance, giving greater emphas^is to non- , 
cognitive values. But what evidence .is there tha't npncogni- 
tive 'attributes predict a good physician? I think this ^ ^ 
audience should be reminded that a new admissions test will ^ 
be given to medical school applicants next spr;ing. It will 
be known as the MCAAP (MedicaJL College Admissions Asseslsment 
Program) and is said to emphasize skills and problemsolving, 
•#S'Dr, Gelhorn. called for, instead of simple factual knowl- 
edge tne students have been able to cram in durincj their 
premedical studied. There will even be a' separate ^ ^core for 
problem-solving ability, which should hislp appU^ants from 
disadvantaged educational bc^ckgrounds . Mathemaftical questions 

no longer, require a knowledge of formulas and equations 
but instead a grasp of Iqgical concepts. This new test^^s. a 
proddct of .3 ye^s of research by the Association oX American 

* Medical Colleges. It: has been drawn up with Jthe gqal>f 

./greater fairness to the educationally disadv^taged and of 
selecti-ng students who would. ma^e good physiciX^s , ^not just 

'"^good me^^cal students. Already pretesting has ^ken place ^ 
among 30a'''premedicai"students , including ^11 ethnic and 
ciiltural groups. Perhaps, ^we should give MCAAP an opportunity 
to succeed befOfe throwing out baby, with the bath. 

' But-now to my questions^. The panelists have ' highlighted, 
' as a basfc issue that the^ie^ical schools, must face, the 
' rights of -individuals versus the nefeds of society. In view • 
of the rapidly rising co'st of tuition, the 'severe cutbacks 
in Government financial aid, and the scarcity of loans and 
financial assistance, isn't the issue you regard as basic 
going to become irrelevant in tliat schools will be forced to 
-begin looking at an' applicant ' s abiUtv €o pay for an Educa- 
tion? And won't that situation curtail the applicant pool, 
pldce an even greater burden on minority students, and cause 
them to loik elsewhere fo^ a' career? 

Dr. Robert Q. Marston t - We^ll,.that is grecisely th6 fear I 
have. My concern is oot -qnly 'about the rights of individu- 
als but also-t)! ho^ society, w^ll be served. There is ample, 
-levidence t^at society benefits from the contribution of 
individuals whose opportunities have been compromised: 
displaced persons,^ refugees, th^. whole. wave of' immigrants 
who would have be^n defied a {)lace ±n this country if we 
^ admitted o.nly those who, came from/ an economic or* social 



elite. I am concerned about .the trenda, for two important 

ch^geS are occurring in the financing of medical ga^sation. 

M^ny medical schools, fqrfr example, are increasingly depend- 
'*'ent on the private practice income of physicians vto support 

educational programs. It harkens ba^ck to .the time, when »the 

most prominent faculty m^bers* had both a downtown offices \ 
*-and a medical school office. And because the money wafe mad^V 

downtown,- classes' were missed when conflicts occurred. It 
''^is not'muph different if finanqing medical education is . ^ 

derived more and more from the practice of medicine In 

teaching hospitals. 



An 

I also see the incr^sing ^tendency to have the cost of 



mcreas; 



education in medical school borne. by the 'individual student, 
a tendency that has cai^sed me great concern, but lAy approach 
to thfe solution .of ±his problem is changing. Two yearp ago 
I was a strong advocate for direct institutional support o*f 
^medieal. education. Now I f indJpiyself looking mor^ favorably 
•at the idea of, Federal funds, and possibly "State funds, be^ 
ii^g tied to^the individuals 'who actually use those^funds tO- , 
Underwrite ^qme of the institutional costs of education. ' 

I hope that what you predic.t^oes not 'occur but I see 
disturbing trej^dsHETnit would in the long run hav^ serious 
disadvantagtes for meeting the needp of individuals or of 
society. I think there is little chance of conti^iuing^the. 
land grant university trad i.t ion of keeping tuition suffi- 
ciently low to allow access to Higher education for all. . E^en 

-rtf we ,do follow thia course, the other costs of* education — 
housing^ food, and other things — will be ever higher.. 7 These 
are problems ♦e have t*o come to grips with, and we need to 
f ^nd s ome better mechanisms ^f or ♦solving their^than thosr I 

I see on^he horizon* . * ' ^ ^ • ' • * 

Dr^^Al^red Gellhorn t^ In the cu*rrent Health , Manpower bill, 
which has just 'come out of conference, the allocation of 
money for national health scholar slSi^s has more than doubled. 
.However^ Congress jf eels less fanguii^e'^han.Mr. Snider that 
the geographic 62/spepialty distribution iss;de is going to 
be solved by the law* of supply and demand. Therefore, 
national health scholarships have been tied' to distribution ' 
within the specialties, with more generous support of pri- \ 
mary ^are physicians.' I" hope we also have the chance to a 
comment on Mf. Snider 's concept of^what sort of, doctors ^ 
these are-, ) ''^ 

. ■ ■'■ 1 " 

Mr> Snider t Turning to another <5uestiorf, is the drive' to 
recruit' minority students running out* of steam? The Goali-. 
tion for Affirmative Action finds that among 4b medical 
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.schools that at one time had aggressive minority student 
recruitment and admissions programs, only 15, of v(hich ^he 
University of Illinois is'one, are still continuing them. 
Dr. Grove, what do ypu feel as you look at the situatioif* 
across the country? . . «* 

Dr. William J. Grove ; There has been a slight deduction in 
the minority applicant pool ^ so that the enrollments through- 
out , the United States are down from approximately 10 percent 
to 9.2 percent'. 

Mr^ >Snider ! What is the ideal figure? 

Dr. Grove ; I don't know that there is an ^P^al^. When we^ 
fi;rst,, started, the Medical Opportunities Prc5^am at th^^-Oni- 
ver'sity of Illinois, the minorities^on the Ad^iissians Com- 
mittee ykept pushing for a quota. I insisted that there 
would no quota, and the;ra is none now fon any minority. 
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THE PROBLEM Of" SELECTION 



General Discussion - 

Participant* ; Should we not give the MCAAP a chlince to solve 

some of the problems that have been discussed hei^e'this * 

morning? ' , - ^ 

w - ' . 

Dr. William J. Grove : Personally, I do not think it will ' 
make any difference* ^ . ,^ ■ 

f ' 

Dr. JMfred Gellhorn ; The movement to. this new medical apti- 
tude test, is a result of the pressuj^s that have been placfed 
.oHr'aYid fhe criticism that.Jias been directed io, Jthe current 
selection pjiocedures. I h^e that it. will be, better, but it 
does not mean we should relax out search for even better 
methods of selecting students, , , 

Participant ; Has there been a public discussion of mechan- 
isms of a random selection or a lottery method? I hear this 
issue mentioned a^ various meetings but I have not hC^rd it 
seriously discussed,* and it seems to me to be about, time to 
lodk into' ihechanisms. 

Dr« Grov'^^ ; I am. unaware of a "public discussion with respect 
to medical education but, we l^ye^ad some personal experi- 
ence. The University c^^ Illinois at Urbana se\5etal years 
ago attempted such a technique for ^selecting those who would 
be admitted to the College of, Liberal Arts and Sciences from 
a pottl bf-qualifitfd candidates, .There wer'e simply^ not '~ 
^enou^h places for all qualifie'd applicants and a random, 
^selection system" seeme^ the" fairest selection method. It • 
was soundly i*eoected-in the public^, preps, ,jand the general 
outcry was such that it was. never implemented', » 

Dr^ .Robertf cMaifs ton ; ^ 'There was certainly a g*eneral public 
discussion of such a lottery in Florida th^is spring. Per- 
syially I am not against looking at .the us^e of a lottery. 
.When the selection proces^ reaches the point at whi^ch^ intelli- 



♦ Editor's Npte : Participants were r^ot identified during' 
the general discussions . ' ' # . 
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gent^ discrimination among applie^fl^jis is no longer possible, \ 
then I think the most honest thing is random selection. 



Pgtrticipant ; Jlas there been epough work to establish cri- ' 
teria for identifying a pool for such a lottery? I am 
particularly concerned about the wide variation among under- 
graduate institutions that the' applicants attend and *the 
potential variability in the meaning oi. cjrade poin«t aver- ^ 
ages that the students would prese^it. 

Dr. Gellttorn ! In our program we select students from Jiigh . 
schools and attempt to Je^^^op an entirely integrated^ exper- 
ience in the undergraduate cbllege and medicaJjf school pro- 
grams. We obviously have wic^e d'lsparity arap^vthe various 
schools in the New York City public Vchool system. Students 
who coro^ from the Bronx High School of Science,* which itself 

'has a canpetitive admission policy, have a great deal more ^ 
factual knowledg-e than students who come from high schools 
ii> highly disadvantaged areas. On the other hand, we find 

.that all 'of these students, who come m with a 90 average 
m their course work, have the capacity to' learn. Those who ^ 

, have more 'factual knowledge .have an easier time at the start 
but all have the capacity to succeed. 

Participant : One of the 'fears of a lottery system is that ^ * 
it may create the serious problem of disincentive. This 
Qouritry is founded on regard ^pr 'effort expended* While 
. there, IS a kind of .jEairness in a lottery* method, the awesome 
thing about contemplating it, and much of *the public res;^t' _v 
ance to it,' comes from ^n abridgement of our tradition that 
individuals are rewarded for efforts put forth^, ^, 

Dr. Grove : I cap" only concur with Dr. Marston's view that 
when* y<^u get to a point where it is literally impossible tO' > 
^ identify thQse who will be suc^ssful practitioners, I don^t-^^*^ 
think symbplic distinctions mafce a^ny difference. . * . * 

Mr. A;cthur J. Sjiider : We have been talking about general, . 
policy matters but I would li^e to get down tTo the hard ' \ 

^estions that come regularly from disappointed mothers " \^ 

whose"" children did ^not;get into^medical school. D;r.\Grove, " 
you seemed to, acknowledge that there is a methq^i of selep^r* ; 
^ t'ior^by ^privilege , including the privilege of^being. the t'^jJtV*^^* 
^ child of^ alumni or financial c onTFibu tdifs: Wha t , i n f lu e nd^^^;^'; j;*' ^ j 
do Senators and Congressmen have on the admissions P^oc^^^^Sv . - - 
^AnA» why are there a di-spropor tionate number of ?6ns and* "'-C" 
. . daughters af physicians accepted into medical scho;>l'? " ; '^H 

\ : ^ ' 

Dr. Grove ; As to ihe influence of politicians, at the tJni- 
' versity of Illinois, there is hone, absolutely no.ne . .With 
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respect to the acceptance of greater numbers of, ptiysicians* 
children, i suppose in some institutions the children of 
alumni are regarded a little 'bit differently than others. 
In my fexperience> ^t the University of Illinois many more 
letters are written to disappointed alumni than to anyone 
else.. Their children are neither favbred nor discriminated 
against^ , * » 

' Participant: As a premedical adviser" for 25 years., I am 
greatly disturbed today by the comment that we do not need 
-at least '2 years of chemistry in premedical education, be-, 
cause It seems, to me that. medicine is getting more biochem- j 
ical and biophysical every day. How tf&h someone get by with 
less than two years of chemistry? " ' * ' 

' \ ' ' ' 

Dr^'l Ihorn; ^ believe I did not specify the amount of 
txmj^l lotted for chemistry. Tfie vast majority of students 
elect to ^udy a lot more than two years of it. It is "in 
organic chemistry, however, that the emphasis seems entirely 
.irrational although i would be^deUghted to be .challenged by 
anyb-Sdy, why should medical students need to know how to' 
synthesize ^ny Ion, one of the mo3t conpoq laboratory exer- 
tj^es students go through? Orga^iic chemistry' should be con- 
trj-bjitor^Y^to biochemistry and- 'it does not require study of . 

materikl.^ Students going into medicine 
should b^ ^^5rec5^tqr\me<JacinW, n^^o &e professional 
chemists ot physicist^ t>r mathei^at^icran^^If courses ai^e 
really oriented to what is need e^Hf cTf an oanderstanding of 1 
the basic biomedical sciences, the reduced amount of time ^ 
sf>ent studying coufd be dramatic. 

Participant: As a biochemist I take marked ^'exception td- 
such a suggestioo^for if there is any part of- chemistry 
which Involves problemsolving (jr creative/thinking, it ,is 
organic chemistry, ffowever, I certainly Wee that mehiorii- 
mg-Ttr^les of mechanisms is superfluous, t alsp agree' that ' 
the hnf-life of; the 'facts learned i^. quite short. ^Attack 
time spent in physical^ chemistri^ if yoii want, or in history 
or English, but do /lot attack the creative thinking that 
goes on in organic chemistry, 'to do s^^fcteveals aji unfortu- 
nate. Jack of premedical training. 

|a£U£^^£ant: Dr. Grove, in your consideration of identify-^ 

^^"^ °^ candidates from which random selections could 
IJ^^tn^e, how would you deal with the issue of emotional 
b'^aance and maturii:y? 

Dr. Grove;" One bf the parameters I suggested for develop- 
mg^the pool was a carefully designed interview system, ^and 
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I do not mean one conducted by^ faculty members or studei^s. 
or alumni who are doing it occasionally, rather I mean 
screening interviews administered by trained professionals.^ 
Our faculty has suggested such a procedure. It iS costly 
and we may not at the moment be able to get it off • the 
ground. But I believe "th^t if we could set, up a structured 
system with multiple intervie,ws by trained personnel, we 
would • probabfy identify the emotionally disturbed as Well 
as, if not^better than, we do at the present time^ • 

Participant ; I 'would like to know *i^ the inflation of grades^ 
\n, the humanities"*' has played some role in the greater prior* 
ity giver\ to science achievement m tVie selection process. 
Is an A in English easier'to get than an A.in science? Is 
that one reason why the humanities coupt for less than the 
science? % - * 

Dr. Gellh6rn > — I e^-r^ot sure 1' can respond directly to youif^ 
question. I have^^eh told by many premedical students that 
in the nonrequirec? ^r^a (which is essentially the nonscience 
disciplines^ they shop around far c6uafses where they are 
reasonably assured of a good grade and shy away from 'courses 
in which t^er^. is the possibility of a modest grade because 
that will dis^&b *their overall average. This is one of the 
distortions of"* edtucation that I think so dreadful and which 
really demands reform. • » • 

Participant : Much has been said about the admissions ^selec- 
tion process; but would someone please /comment on how com- 
munication lines are established betwe^ medical schools and ^ 
Hhe ufitiergraduate divisions ^ that are bontributing to the poo^ 
of selecSees? - < • ^ 

t Dr. Grove : On^ mechanism I can su^g^'St is for periodic cbn- 
/ferencei%ike this, in which the medical sch9ols invite 
•^ma.3or feeder colleges and uhi^^ersi^txe9_ to partiorp^e Xn,»^ 
dialogue that allpws premedical advise'rs to be brought up to 
date on current policies and^rocedures in both admissions 
andL curriculum. The technique would s6rve tr> uncover differ- 
ences between whai^-'we say and what we ,do. • 

Participant ; It, seems c;.earjthat present ^selection proc«-- 
n those who will succeed in the ^^>^r^t year 



dures idehin.fy we LI 

of medica#^school. But if the goal is to identify a success- 
ful practitioner, not a successful medical student, t^hese 
procedures seem i%ess effective. . 

- Pr. Gellhorn : That is exactly the ''point. Academic criteria 
are wonderful at predicting how the student- w 14. T do in the' 
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' first year but after that predictive validity begins to 
' ^ dwindjl-B, and correlation wit^ performance as an intern, or 
in^practice, is virtually zero. ' 

Mr. Snider; Dr. Gellhori!, you^ said ^hat only a limited num- 
^ber of schools state their* goals for Medical applicants- 
•Would you favor a more detailed listing of 'criteria by. which 
' stttdentrare chos^v or would this merely offer shrewd ap- 
.plicanT-is. an opportunity to tailor their applications and 
their interviews to fulfill these requisites? ifixvd furthiF 
would it be appropriate to tell a rejected applicant why he 
aid not succeed? 

Dr.- Gellhprn; Yes, I think it is very important for medical 
schools to define their objectives and to define the criteria 
they use. for the selection of students. They need *to learn ' 
^ sometime whether th% can really, distinguish the individual 

who IS going , to be a biomedical scientist^ from the one who 
. is going to prpvide comprehensive care.- And if you ask 
V whether students will tailor- their responses to these speci- 
f- . ^ fications, well, anyone who works on an admissions cOTimittee 
knows how^ that is done and must have learned not to be snowei 
easily; / 

, ^ . ' ■ :^ 
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*^ Background Paper 

. ' 2. THE PROBLEM* OF PROGRAM 

■ • ./ . 

« 

"The und^rgrMuate experiences of medica*! students have 
been described in various ways — '*rat race' and ^pressure 
cooker* are bv^t two of' the commonly used epithets." So 
begins the description of yet another plan for r.cdifying a * 
medical curriculum. , * , ^ ^ 

The demands for program changes arise from such .sources 
as studejit discontent, faculty vision or disillusionment, 
^special interest groups, and Federal carrots or^^arCicks, among 
^otherfe.. Recelitiy, the persuasion of mifcney, in the form ot ' 
capitation ^rapts, has seemed most influential vis-a-vis 
medical curriculum.^ The immediate effects have been increased 
efforts to train physicians, for primary health care* roles and 
tp program medical school educatioh in less than the conveiv 
'^ibnal 4 -year time* span. \ 

^ ■ . ' ■ 1 ■ ■ ' • 

Sixteen medical schools now offer 3-year programs and 
another 17 provide that opportunity as an option. 1 Although 
•the remaining 72 schools have maintained a 4-year i^equirement, 
the final year- (or some major segment -of a single .year) is 
commonly elective in content although required in time. It , 
has -been pointed out, however, that the real instructional 
time' diff er eric e^' between 3- and 4-yea3r programs is not as . . 
graat as* the calendar dif f erehx:e~"might sug,gest. Among 4-^year 
schools, the median instri/ctional time is 38 months (with a 
range from 32 to»48 months), whilel in those where an M.D. may 
be .obtained in less than 4 years, the median instructional 
time is 36 months (witJ^a range f rom 27 t o 38 months). In 
mo^^e than half of the '3 -year schools, faculty members^are 
reportedly dissatisfied because of the burden such an effort 
places on ithem and their students. In 89 percent of these ' 
schools, however, the students, are pleased with the education 
they receive. In a few of the 3-year settings the faculty 
view has precipitated return to a 4 -year, off ering^ despite the^ 
absence of any significant dif f erence-ii:^3^'^yeaEr-and 4-year 
student achievement in those schools which offer both tracks. 
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Ifi the issue of time seems unsettled, that of program 
^organization and content is even more uncertain. The only 
regular finding is that^ basic science prece'des clinical 
science (although in at least a few schools that dichotomy 
Jhas been badly blurred by introducing a substantial amount 
of clinical -experience from th>e beginning). While the 
- Strictly departmental organization of instruction in* the 
basic sciences still exists in a majocaty of schools (66), 
some vari^Lnt of organ system or integrated programming is 
the organizational pattern m. 36, and a mixture of the two 
in -another 20. FOr the clinical period of instruction, how- 
ever, virtually all schools- continue to of£er regular and 
elective clerkships in an exclusively departmental pattern. 
One of these departments is often called family practice- or 
community medicine, but inspection, of the 1975-1976 Associ- 
ation of American Medical Colleges curriculum guide leads 
to the con^clusion that specialty instruction by specialists 
is the dominant pattern of clinical teaching despii^ irttense 
pressure to. modify insi:itutional climate and^ value system^ in 

favor of pi?imary care. i 

\ ' • ' ' " • . 

The natur.e of instruction, *like curriculum time and 
organization ,'^as also undergone changes. Some of , the major 
instructional -i^^indvations have occurred as follows: 



Percent of Medical Schools 




1972-73 


1973r74 


1974-75. 


1975-7.6 


15 




71 






39 


si- 


49 


4 


13 


•58 


59 
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Self-Itistruetion 

independent Study 

<>:|5)uter-Asslsted 
' Instruction 



Wliile these ^ewer techniques, which encourage independ- 
ent ra4:lTei;^than dependent learning , ' appear with increasing ; 
ftequ^ency,"'ledtures are still among the most popular of the 
instructional techniques employed b7 medical teachers. A 
random sampling of 10- medical * schoJ^ls listed in the -1975-1976 
AAMC curriculum guide showed scheduled lecture hours^ g^r weeK 
to be 14, 14, 17,40, 9, 12, 15, 13, 12, and (the last a 
new school) . 

Evaluation of .student progress is almost universally in 
the hands of indiMdual departments which employ^ a variety of ^ 
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assessment procedures. With a few notable exceptions ^ this 
evaluation* is conducted without assistance from experts 'in 
the science of tests and m.easurements . The examinations pre- 
pared by the Rational Board of Medical Examiners are widely ^ 
used to supplement, or as a subsMtUte for, internal testing 
^methods. Thirty-three schools j28 . 2 percent) require, suc- 
cessful completion of Part I for promotion and- of Part II 
for graduation. ^ Individual discipline scores derived from . 
National Boards are frequently employed in grading students. 
Thixty-three schools (28.2 percent)"use only pass or fail 
de^cripiaio^s, while 32 (27 .4 pe3ft:ent) use letter or number 
gr^deSlfe. Nearly one-quarter or the schools (23.1 percent of 
27 institutions) ^till record student rank in class according 
to GPA. . ' 

Graduation from medical scljpol , however, is roughly the 
midpoint in forthal education for most students, since virtur 
continue with internship and residency training for 
fxam 2 to 8 years. Currently, graduates may enter a rotating 

'internship with a^major emphasis, or.go directly into one of 
the more than 20 approved s pec i^t/ programs . . Although 
nearly half of the hospitals appVoved for intern^hif) and 

.residency are affiliated with 'medical, schools , thes6 graduate 
programs are controlled primarily by agencies apart from the 

-universities, chiefly the Specialty Boards that specify the 
required training time and content, and certify successful 
completion of prepA'ation for specialty practice. 

• -More than ^0,000 individuals are now enrolled in intern- 
ship and resideitcy (10,000 more than are registered m medical 
sclTooIsT, and .approximately one-thii-d are graduates of foreign 
schools, 'of t^is t9tal*, less than 800 are listed ia family 
practice programs, although an undetermined number in general 
internal medicine, pediatrics, <ind obstetrics/gynecology may 
bc_preparing for careers in primary care. However, even if 
all those now enapolled in these specialties were to end deliv- 
ering primary .jcare, they would represent less than 25 percent 
of the total resident pool. It is ^this skewed distribution 
that many 'leaders regard as a critical socjial problem for 
medical educators to resolve through significant alterations 
in basic and graduate educational programs. ' * * 

■^hether medical school faculty and hospital staff mem- 
hers VeLT\ accomplish these fundamental changes remains to be ^ ' 
s*S^n.^ Many observers are jskeptical , ahd' e^^press the belief 
tha.t^Sjy['<5h changes will not be accomplished^ without 'coedcion. 
Otherg^^Qestion" whether educational changes can^be brought 
a^ut/«y those .who have Been trained as biomedical scientists 
or clinicians, but who have farelv been held 'strictly account- 
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able for their. work as educators. It has been pointed. out 
that medickl' teachers and practitioners engage in a continu- 
ing critique of research, and are now beginning "to examine 
systematically the qu^Jity of health care «they deliver. In 
the dOTiain instructional ef f ectiveness , ^however , in most ^ 
medical schools- there has been almost no spontaneous effort . 
to secure even simple quantitative assessments. The closest 
approximation to accountability has been in the;form of stu- ^ 
dent questionnaires — jsQmetimes .unclertaken. .by the instructors, 
but usually undertaken at the initiative qf the students 
themselves. ' ^ 

# 

On the other hand, me'dical schools during the last 15 



years have probably given more attention and support to the 
study of their educationa; prqpesses than any other profession- 
al school within thei; universities . Mearly half now have 
some clearly designated group charged with responsibility/ for 



/ educational research and development. These units are aj/bo 
/ giving increasing attention to faculty development pi;og^i^s, 
and th4 AAMC has established. a Division of Faculty Develop- 
ment to assist "individual schools in their efforts to .improve 
^staff qualifications for tWe professional responsibility of 
educating students. Thus far, however, no school has insti- 
tutionalised a mechanism for assuring this. qualification as a 
criterion for faculty appointment or promotion. 

'*\ In ^he light of these issues, the p^anel concerned with 
. the*probLem of pro^r.ams should address the following questions: 

#Is the present organization and contfent of 
. * medical edupation* suited to the* prep.aration 

of graduates who will m'eet the most pressing 
J * * health service needs of our society? 

. •is an arbitrary time criterion for either 

basic* or graduate education in medicine still. . 
appropriate? Is a competency criterion 
* ' feasible? * ^' 

' #Are the dominant instructional techniques 
likely to assure efficient. and effective 
« " initial learning, and to establish in stu- 
dents the^abit of personal responsibility 
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#Are the evaluation practices presently 
femployecr thoie whidh vill provide suitable 
^d2ft9-:upon whicfi to bas*e judgment about 
^pr^fessionJii^competence? 

• ' # ** 

• ls«there a need ^or establishing systematiq 
faculty development programs which address 
specifically the professional knowledge and 
skills of education? *• • 
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THt PROBLEM. OF PROGRAM 
Rob'ert.Ji-. Ebert/Ph.D., M.D. 



All of us were asFc)4£b«i.«^? what we wanted to_say, but 
a'lSQ.ib the^ ibujr^e o£ 'the* presentation to answer fj.ye 
specific questions, .^l have jnanaged to answer number one,^ 
but^ I have npt* fared Veil-' with the-oth^r four; , ^ 

Js the present organization and c6nteftt of med.ical edu- 
cation suited to the preparation of graduates who will meet 
the most pressing health service needs of our society? 

* < ' , 

It is import?int to define, our *tenns before proceeding' 
witl? the^discussibn. of this first question, for there Vs ^ 
significant difference in the meaning of the /question if ^ * 
one, substitutes .the tergi' health needs for health service > 
needs. Health' nieds is a far more inclusive term and relate?^ ' ^ 
to gene?dl problems of public healtft inciuBing nutrition/ 
control of infec^lJus disease, and environmental safety, a^*^ / 
well as to personJil healthy care. On th^other han^, healt^i ^ 
service needs can be adsuined t6 refer^ the actual proyi-.^ 
sion of car^ to individuals or groups of individuals. 1 ' *v 
also assume that we are speaking jz»X health'service needs in*' C . ' 
the United State^^and not glob^y. • - .j ,* 

Medical education is a continuum beginning witH^h'e 
collegiate experience .and 'continuing through medical school' 
trai/iing into the intfenship and residency experience. ItJ^ ^ 
progresses from the mosi general (college) to the most^^ 
specific (specialty traini;ig) learning, apd. it is ift(po»tant, 
to recognize the different purposes of these several phase^,. ^, 
of^ the educati?dnal process. The collegiate e^i^rienoe and'. ' 
the preclinical phase of medical ^chOoSt-* are similar in 
organii;ation and are university otiented. The clinicfa^ ^ 
phase, of medical school is increasingly, hospital^oriented * ^ \ 
and, of. course, the internship and residency phase is almost' 
enti]?ely hospital directed* % . 

■■^^X^ Periodically, the purposes and goals 9£ general educa^-. - ^^^^ - 
tion are debated and attempts, are made to refine the contbn^^^;^ ^ 



of a general educaCio"n and, of course, there are no satis- 
factary answers since no one,>is quite sure what an educated 
persq|i*^s supposed to^^now or-h^w he- or- o h o i -s^ supposed to* 
behave^ The majority" of -premedical students" are less con- 
cerned with this debate than the 30b of getting into medical 

-school, and conventional wisdom tells students that thexr 
Chances will be best if. they major in science. The conse- 
quence is th^t premedicai students are less likely than non- 
preprof essional students to explore axeas of knowledge which 
they believe are unreJ^ed to medicine.' I qiake this point 
not in order to plead for greater expo.sure of the premedicai 
student to more general education, but rather to surest 
that the biological sciences related to medicine, of fer a 

^perfectly reasonable scieitce concer\,tration . *V shall return 
to this issue later. '-^ i 

Over the past- 25 years^there has been consideraJale 
experimentation with medical education, and few schools* have 
failed to chrfhc^ the medical curriculum at least once in that 
period. One might have expected that this commitment to 
change would have /resulted m a greater vari/^y of medical ^ 
school educational experience's. What is remarkable"" is the 
similarity amon^ medical schools and not the differences. 
'Schools may vafy in the manner in which they present basic' 
biological sciences, but all ^provide the student with a gen- 
eral background m biology includirtg befiavioral science. 
Interesting^ly, the range of biology ^offered the^medicj^l , 
student i's usually much "broader than that given^the Vift; D. 
student in bibl®gy. Ail medical schools provide the studen^, 
with an understandmq of pathophysiology, although the con-' 
cept r^y be present'ei^n different ways, and all te^ch the. 
studem:*s certain clinr^nl methodologies whicfh enable them to 
examino^^atients m a structu^d manner. A variHyi^pf other 
sub'^&^ts may be presented with greater or* lesser ^emphasis 
depending upon the interests of the jnedloal faculty, and 
thefse^ncli/d^ preventive medicine , *^^commuaity me^cine„ med- 
ical economic^, and me'dlcal ethics.. The f^^ that^i there is 
less unanimity of faculty opirv^ibni aboyt tliese subjects is* a 
point of interest.. The only'' unique teaching exercise in 
medical school is fhe ci^inical clerkship, for it provides * 
the student wxth a probleri-oriented learning experience in 
the real world of medi^c'ine* , 
\ ' ' ' ' > ' 

The ^internship and residency years are a period of 
intensive trainijig*in a particular discipline or speciAty 
of medicine. , There is a v^ying amount of*didactic teaching 
^t^^fche more common teac^ng exercises* are "teaching rounds^,"* 
seminars; and conferences . The intern-residents learn by 
assumingyrnijob^^^sipg^re^pon-a^ for the care of patients 
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as they prpc^ress^ through the t/raining ^program, incliidmg 
supervision of patient Care .pravicied By those 3unior to 
them. The content of .the training' progr'am is defined direct- 
ly or indirectly 'by the specialty board responsible for 
certification of the^resident -upon completion' of training. ' 
WhiJ.e there has been continuing discussion about ur^iversity 
responsibility for residency training, the facts are that 
the teaching hospital and the speciadty board determine the 
organization and content of the program. 

' .1 have gone^ mto^'^we detail m this review *of ti?e 
education of a physician because of the "question posed, to 
thfe panel. If we are to consider the need for change m 
*the organization apd content of medical education, 'we need 
to judge the likely impact of change at different times in 
this continuum. 'And finally we ipust discuss what we believe 
to be* the most pressing health service needs in our society. 

The usual approach to health matters m this country 
IS categorical whether one is discussing research priorities 
or service ne^ds. The categorical .approach may be by 
disease— cancer , hearLt disease, stroke— or by age and sex, 
for example; maternal and child health or care of the aged^ 
or by the magnitude of the social problem, for "example , 
alcohol. 'and drug abuse. ^Indeed, the debate about over- 
specialization and the need for primary care physicians is 
directly related to this categorical, approaq^ to health and = 
^disease. 

I would like^o suggesf^that the most pressing health 
service need* facing our society is the overall 9rganization 
of health services. What we , need is a system or systems of 
medical care which provide universal Access tor a reasortable 
range of medical services at a "cost tha^t can be controlled. 
I recognize that this is a tall order. - However, failing some - 
attack on the fundamental organization of health services, I 
feel we are destined* «o have another inflationary spiral of 
costs wi,th lUtle benefit to patients.^ ' ^ _ . V 

^ It JLS evident to anyone who has followed t^e current 

debate. on bealth manpower legislation that the Congress per-* 
ceives this problem^as one ^ of -health manpower and not of . 
organization- ^rust aslthe" ppblem was oversimplified at th^ 
beginning of this^efeade by assuming that ah increase in the 
traiaing and certification of physicians would solve the , ' 
problem of the avaj^Lability of care, Xo once again it is 
assumed by. the (Jongress that changing the of residents 
ir( training will provide a ration^ distribution of physicians 
- . servxcds throughout the Jiation. I do not suggest that the. 



distribution of. physicians -among the specialties is unijnpor- 
tan^ in determining the kinds of medical services available 
to the public, but I happen to belie\fe that the organization 
of health services should dictate the health manpower needs 
rathei: than att^pting to structure services on the basis of 
some predetermined formula for the production of specialists 
.^and primary careVphysicians ; 

- -'^ - . - _ . _ / ^ 

In whatever manner a solution is sought, whether by 
manipulating the manpower pool or attempting to reor^nize * 
the provision of ser^^^es, the same questions can be asked 
about medical educatiofiv^ the content and organization * ^ 
appropriate to an inevitable shift in the relative proportion'i' 
of the specialists in training? This is both a quantitative 
and qualitative question, in ot'her words, we might be train- 
ing .too man^r neurosutgeons or c5phthaimologistV, tmt the edur 
"cational programs might be entirely appropriate", so that one 

•would simply reduce the numbers. Conversely^ we might be ^ 
training the appropriate number of paediatricians, but the 
educational program might be wrong. It would .take far too 
long to exaiftine each medical specialty in these terms, so I 
shall looj^.only at the ps-imary ^care specialties, including 
family medicine, ^e^jeral internal medicine, and general pedi- 
atrics. . V ^ 

, . . Since medical education is a continuum, let us***start 
^'^^^^^S-^^^^^e. I personally jioubt that the educational pro- 
grams-offered make as much difference as the differing apti- 
tudes of students. -The studies by Dan'^Funkenstein suggest 
th^iu^udents with High verbal ability and demonstrated con- 
cern fcnf.,^hers are more likely, to seek careers in primary 
care thaTT^tudents ' wi4:h high quantitative scores. BecaHse ' 
of the aptitudes of ^ such students, . they, Ai^e^ li)^ely to-^have 
done well in the' socia^« sciences or^ humanitjes;, so to this 
degree one may choose compatfible candidates for primary care 
fields. I do not suggest, 'however, that any special curric-r ' 
ulum need be designed for the premedical student who might 
^wi^sh to pursue a career in primary care. 

M What about medical school? Should the curriculum be 
changed to foster an interest in primary care, or should 
there be tracks so that students ^ith different interests 
can pursue different tracks? I am- inclined to the view ^ ~~ 
expressed by Dr. Wearji ^n describing the Western, Reserve 
Medical School expe^ment, namely^ that tlie medical school 
student should remain an undifferentiated "blast cell" who \ 
can difTerentiate in any dirisction after graduati9n. in 
other words, I doiibt that it JLs wise to structure' the medical-^ 
school portion of _educ'^tion so that 'the student begins to 
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specialize too .^rly and I include primary care 'as a special- 
ty. On the other "han4, thete should be broad arfeas of educa- 
tional opportunity open to students with a variety of 
interests from molecular biology to public health. There . 
should be curricUlar offerings irj primary care just as there 
are in other areas of clinical' medicine , but the success of 
these courses will 'depend to a, significant degree on the 
quality of resident training in the primary cate programs. 

I do' not wish to discuss still another revamping of 
medical school educ^tiOTi, ,but I do wish to comment on one 
major omission in the education of the physician. It seems 
to me that the 3ustif ication for introducing 'educational 
material into the medical curriculum is the, universality of 
the principles to be taught. On this. basis, • one can Justify 
the biological' disciplines, pathophysiology, clinical method- 
ology^ and** the clinical clerkship as an approach to problem- 
so;iVing. Physicians as a- grt)up .need not be expert ip 
management, medical economises, th,e , organi'zation^af health 
services, epidemiology, or biostatistics; but there is an ^ 
area of knowledge which encqtnp'itsses certain aspects of these 
fields which physicians as a group should understand. Physi- 
cians ^re reasonabl^*4o«d at maki.ng decisions about individual 
patients on the basis of " incomplete data. They are far less 
skillful in. making decisions about the relative utility of 
new forms of diagnosis and treatment. / Too often, more„ is . 
better and tHe latest telst or therapy published in the New 
Englajid Journal " of Medicine is recommended more on tl^e basis 
of novelty than proven utility. The .rational basis for such 
decisionmaking is poorly taught m most mettical schools, in . 
part at least because such instruction is<, uSually^ detached 
^rcm the clinical setting. If this ar^ of knowledge is to 
have any impact on medical students and house staff, it must,- 
be taught in the clinic, using many of the same techniques 
which 'have been successful in teaching clini.cal medicine, 
a greater or lesset degree, all, physicians will be^ involve 
in such 'decisionmaking in their offices^^or their hospitals^ 
aria more broadly in their specialties., ^and yet; they are 
prese/itly ill-prepared for the taqk^: The example must be 
set by the teaching hospital and tJje ^riti-cal evaluation^of* 
^<:linical procedures must b6 built into the thinking of ^11 
physicians, iocluding those in primary caro/. ^ 

Following this digression let rrfe turn' to the most crit- 
ica-l part of the educatioi;^ of J^he .primary care physiciaij, 
namely, the postgraduate years. W6 would all agree that 
tl^ere are too few positions available for 'training in^primary 
^ ^care^ .so that therft needs to be some^quantitative readjustment 
But what about the\uality of primary care^ programs? It is 
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roy jydginent that both the organization and content of Resi- 
dencies in general internal medicine and 'general pediatrics 
^need to be changed. Most residencies are financed via hos- 
*pital *reiraburseinent and the justification for residents' 
s^l^^ies and the cost of residents' education is service to 
hospital; and the major service provided is the care of 
tj^atients'. To be sure OBD (outpatient department) care can 
be justified as well, but if one wishes to provide a larger 
amount of arob\ilatory experience than, ordinarily provided, or 
experience in ambulatory centers not under the administrative 
control of the hospital; it is difficult to justify the 
additional expense. Curiously, none of the proposed' healtfi 
manpower legislation' w^ich is meant to encourage primary 
care training has faced this problem directly. Some differ- 
ent form of financing of primary care residency training is 
needed/ and it should be financing whic\ is ongoing' and not 
dependent on grants. 

' / 

, Much more needs to be done to define the content of 
primary care residencies whether in internal medicine, pedi- 
atrics, or family medicine. Fortunately, there is an increas- 
ing interest in redefining content among the specisClties- 
themselves and in training centers, so that we can anticipajte 
substantial progress in the immediate future. It,Ts,also 
evident that^ach of these primary care areas will contribute 
tp the others as experiments if newt forms of primary care 
traijiiing are carried out. Furthe'rmire, the specialties of 
medicine which can contriliute to the education of these pri- 
iraary pare physicians, such as otola^ryngology , psychiatry, 
Orthopedics, and gynecology, seem willing and even "anxious 
to cooperate. in primary care training programs. * 

Let me summarize my position as foJlowsT' The most 
pressing health service need of our society is reorganization 
of our medical care delivery system. This is not something*^ 
which will be accomplished by altering the medical education • 
system. Congress perceives the prob^^m as one of manpower 
rather than organ ization'n^uejcwtH.^teveV" approach is correct, 
one consequence will be a reej^stribution of physicians among 
the specialties with an ijicrease m number of primary 

care physicians. The major educational change needed is in 
the organization and content of primary care residencies. I 
&n optimistic about the chances for rapid changeUn view of 
the interest 'in the problem shown by the specialt^w boards as 
well as medical centers. ^ ;^ ' ' 

, I have spent most of my time commenting on the first 
question, therefore, let me answer' the others in summary. 
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Is*an arbitrary timfe .criterion for either ^basic or gradu- 
ate education in medicine still' ap^propriate^ Is a c6mpeteftcy ' 
criferttxi feasible? * ^ 

Ope cafi make the argument that time allbted to vario*us . 
Phases of education is arbitrk^y, and yet various experiments * 
to alter the system have not persuaded the majority thkt the 
approach should be changed. In my own view, time- could be . 
saved by combining the last 1 or 2 years of college with the 
first 2 years of medical school. This, it seems to me, is a 
more practical approach than shortening time spent in medical 
school. The length of residency training should certainly be 
reevaluated from time, to time since' the teraptaition seems fo 
be to lengthen the training period rather than shorten it. 

I doubt that competency criteria will ever substitute 
for some arbitr^ty times alloted for various phases of medical 
education. I say this because C doubt that any system of 
evaluation is adequate *bp make the judgment needed. 

The third question was. Are the dominant instructional 
techniques likely ta assure efficient and effective initial 
learning and to establish in students, the habit of personal 
responsibility ior continued learning? I disclaim any exper- 
tise m the area -of, instructional technicjues a'nd, therefore, * 
'cannot comment in a/critical f^ishion on* the' first part of - 
the question. The second part, namely, the personal responsi- 
bility for continued learning, seems to me to relate more to 
the educational environment during medical school and post- 
graduate training than .to the educational, tecf^iques employed. 
In other word^s', a critical and questioping educational envi- 
ronment is mora likely to encourage continued learning than is 
a particular technique, ^ _ 

A*s for the fourth question. Are the evaluation practices 
presently employed those'^which proWde suitable data upon 
which to base judgment about ptofes^onal competence?, the 
answer is probably not. True prof e^sWnaJr competence can be 
judged only by s'ampling what physicians actually do m tlieir 
practices and the tebhniques' for doin^ this are atill rudi- 
mentary. Lafry Weed»s* problem^oriented^cord attempts to 

u tackle the, issue, and other systeiBs havd^een suggested, but 

-none to date is entirely satisfactory. J 



Finally, is there a need for establishin.g systematic 
' faculty development programs which address specifically the 
prof essibnal^ knowledge and skills of education? . 

I believe there is, and I believe that faculty? develop- 
ment should be built into our^academic training .programs just 
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tl.T training. Ph.D. students in the 

S^torfl fn' required' to- teach-as should posl- 

t^ tl fellows m preclinical and clmtcal. departments 
and there should be instruction available in the fie!d of 
a£ili v°a"; -;^--^^-H>should be as critical of teaching 
ability ^s^ they are of, research and, clinical ability. 
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THE PROBLEM OF PtlOGRAM 



Irving Schulman, M.D. 
/ 



: cur'ing the past 15 years an extraordinary number o! com- • 
mittees-confetences, commissions , >nd studies, prompted by 
pub ic ^n^ private agencies, organizations ^-f^^^--' 
»nrf nnlversities and ihdividualfe, invol\M.ng a broa*J repre- 

nt^atfon^'tre ^i.i.anry , 'ha^S addressed themselves to he 
very questions which- are posed /at this meeting, f °^ ^in! 
Ictlvfties emanated -a veritable library of -^^P°f 

=.nAlv<;Ps''of the problems and recommendations fqr_their 
sofufio;^ iSf vie^, the most significant of these were 
the C^geshall report of-1965, the Millis Commission, report 
on ThrSauate Education 'of Physicians ^f^^^-S^o-^he 
of thS Carnegie Commission on Higher Eduoa^ionof 1970, tne 

^ilS: fepor^t on A ^^^^^^^^^^^^^^ , 
m^.n^ Sfifl^i?iei"oVr«:tiona joa- o . 

i^omist, but addre.si4 the ^ame ques|,.ons ^^ fl l^Hf 
book by Victor Fuchs', ShaU love? (1973 L; ^f all tne 

retiocts it is r& opinion that MilUs' -report of 1971, a 
. that x'^consid^' remarkable ^o-^^^^^J^ ^„^f 

daarit^r, and vision will prove to have the influence ana 
Xnificance for decades to c6me as did the.F-lexner report. 
/or ovef half a cefitury. ' ^ 

'■ The many' studies of the past 15 years "^^V^f ;^;;^^tern 

. the major changes which had to be made. 

't^ Flexner repd'^rt of 19L0^ stands as both hero and 
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faced. It may come as a surprise to some that m 1900 "less 
than 10 percent of the practicing physicraivs were graduates 
of medical school, and only about 20 percent had ever attended 
"ectuires in medical sqhool" (Coggeshall 1965) . There -were 

id t6 be, at the'time of the Flexner. report, about 150 
medical sphools in the cQuntry,^he ma3ority -being unaffili- 
ated with any educational i^nstitution. ^Medical education, to 
a large degree, was conducted apprenticeship, dr in pro- 
prietary trade schools. The Flexner report caused medical 
schools to move closer to universities, caused the development 
of full-time fatuities and resulted m the creation of a cur- 
riculum baseb upon course work m basic sciences followed by^ 
clrnical experience. It also caused one half of the existincr^ 
S'chools to close, and sharply reduced the output of practi- 
tioners, so .tiiat, 4 2 years. I'ater— 7 years after World JWar 
II-7there were still only 77 metiicai schools m the country 
and the numSfer of graduates equ^ed about '5 , 500 *yearly . It 
also caused the establishment^ of a curriculum in medical ^ 
school that was* .virtually ufii^form and rigi^d in time and con- , . 
.tent in every s^chool. Th^ only significant change''until the 
,late 1950's and early 1960's was the shortening of undergrad-. 
uate and graduate training during the war years. 

• It has been said t^at it was>. the success, not the fail-^'^ 
ures,_gf the post-Flexner half decade that helped /to create 
the problems which J^ecame glaringly evident 1960*^ For 
that system of medical education produced a generation of * ' 
biomedical scientists ready and able to contribute substan- 
tiallv to w hat ha^ been termed "the explosion of scientific 
knowledge" m the 15 postwar yfears, and which still continues. 
This phenomenon, fueled by massive governmental support of ' 
biomedical research and research training, made it increasing- 
ly evident that "the system had become' overloaded — ^that we 
fcould not cover superficially eu^?y new field of bxqmedital . 
knowledge without causing the* Whole system to f ail^ CLippard 
1972). Thp escape" valve" was alnarked extension of the-grad- . 
uate yeafrs of me'dical education, soon exceeding^ the- number of 

.unfdergraduate years and thereby increasing spfecialization . ' 

The spectacular ,advances m scientific knowledge /nd the^-r 
rapid and dramatic application tp many areas of curative ^uid' 
preventive medicine generated an ^^r easing demand fqrf^medical 
service by the public as new souSjp? of payment were m^d^i*/" ,\ 
available and a 1^1 he belief in the entitlement to medicejlv!^^;", . 
care grew evqr stronger. The. public soon concluded, howe^/3B^r/^ 
that the numbers of physicians needed *t6 deliver such» services 
ancji the types of ph^ysicians able to guide the patient through 
the arrafy of specialists and^ technologies were simply not 
available. Many other, forces were unquestionably at work . 
simult4neously, nof the least of which were the medical stu- 
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dents themselves. From this group came the demand for more 
relevance of their undergraduate medical education to theax . 
ultimate professional goals and the growing concerns about 
the cost of. their education and the long and increasing amount' 
-of time before they ccftild practice their profession. 

Against this^ background, pressure for changes in 'med- 
ical education wa's irresistible. The initial thrust was 
toward the goal of ^increasing the output of physicians (Dr. 
Minis always emphasized more and better physicians). Soon 
-thereafter, qualitative; as well as quantitative, ghanges 
'were also emphasized. Goals and objectives about which ^ 
there was almost unanimous agreement were clearly stated in 
the Minis report of 1971a There is, stated the report: 

. . urgent need to alter medical education 
m order to produce a diversity of physicians 
in place' of physicians of a uniform pattern. 
The implementation of this change.wj.ll require 
alteifation of the admissions requirements , ^^tfie 
^ educaSonal process, and the educational 

environment. / . . Medical education must 
^ ^ become-'a substantially individualized experi- 
ence. . . . The learning mechanism must be 
. vfertical and whole, that i^ uni<5ue to each . 
tra«k. , . . If this conditibn is to be met, 
the arrangements for teachyig and learning 
® must be altered. Required and standardized 
courses become less generally useful. Lec- 
. tures to all members of a class become less 

effective.- Common textbooks become less* ' 
'"meaningful. The emphasis mrust shift from 
being taught to self-directed learning. Lec- 
tures 'and laboratory exercises must be re- ^ 
^placed'by programmed learning. Measureq\ent 
. 'by common' examinations must ^e replaced by 
individualized assessment and. graded achieve-s 
ment. Electives must replace requirements. 

^ When the obDective' for all students was 

[the skill required to deal with ill patients 
In the hospital, the acute hospital was an 
.appropriate learning environment. For the 
pl<ysician whose function is to be one of 
. , medical oare rather than medical cure, the 

' ' ^ aCJ^te lios^tal is not an appropriate learning 

^ ^environment. Hopefully, well patients will ^ 

not be in hospitals^but in different kinds 
of institutions and places. They will be in 




clinics/ offices, homes, schoolsr, and cotmnun- 
it^i^s-.' ' Thus, the medical schools'must operate 
in a greatly diversified set of health environ- 
ments. This*will require an entirely new set 
of arrangements, new relationships and a muph 
more complex organizational scheme (Millis 
1971), 



Since a significant ^ime has now elapsed since an appar- 
ent consenslis was reached concerning both the root^ of the 
problem and the mechanisms for correction, it^ seems to me * 
that this coiiference should not merely restate the problems 
^nd the questions, but should more properly attempt a prog- 
ress report. To what extent, have major recommendations been 
implemented? bf those which have b^en attempted, what 
obstacles have developed to impede their accomplishment? ' * 
What new circumstances have' evolved which necessTtate reas- 
sessment of some of the original recommendations? What new 
recanmendatiois are warranted m light of the experience of 
.the past 6 to 8 yeaurs? 



In addressx*ng the questions pertaining to the ^>roblem of 
rograms, it seems obvious ttiat* these are intimately related 
to those of the other panels, particularly those concferning 
selection And cost.. * 



With regard to whether the present organization and coi^- 
tent, of medical education is suited to the preparation of 
graduates who will meet the most pressing' hfealth service 
-needs of owr society, one might consider the Millis report 
(197^1) which identified three priorities for action that were 
to proceed simultaneously. These- charged all medical schools 
to: ■ - . . . ^ 



# Accelerate change in admission policies in 
curriculum, m educational methods/ and in , 
clo^nical teaching i^a^cili tie's m order to 
accept a greater heterogeneity of students, 
to accommodate tKei-r individual differences, 
and to produce t]ie nee'ded variety of physi- 
cians. ' ^ 

# Accelerate growth in the size ^ the student 
body to achieve a more reasonable educational 
efficiency and at the same time to educate 
more physicr&ns. , 
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^Initiate the organization of a local system 
of health science education and interdigi— 
tate that system with a regional system^ of 
health science. 



Some assessment of progress toward these go^ls is pos- 
e in quantitative terms, for example:, 

#The number of ^edical schools ir\ the United 
States is now 117. ^ 

#The number of students entering medical schools 
in-the United States' m the fall of 1976 is approxi- 
mately 15,500, an increase of 77 percent in the past 
10 years. -The Millis recommendation of 13,500 admis- 
sions by, 1975 was surpassed 'in 1972. 

#The percentage of women i/n entering classes of 
medical schools had risen from 9 percent in. 1965 to 
2Q„percent by 1973 and is estimated to be around 3Q 
percenf in- the entering class of 1976. ' 

#The percentage^'of Ttiinority students in the • 
entering cl^TiV had risen frotn^less than 4 percent in , 
19 65 'to 10 percent in 1974 and i^ estimated to be 
slightly less in the entering class of 1976. 

#The JEree stan^ing^ internship was abolished in 
1975 and. more than 90 percent of graduate training 
programs are now associate^ with medicai schools. 

,#A high proportio^n of medical schools now con- 
duct some portion of the educational curriculum, for 
the undergraduate and graduate, in community hospitals 
and other health care facilities away from the uni- 
versity medical center. ' ' ' 

#An increasing proportion , of the medicaloC^r- 
^riculum; both tmdergraduate and graduate., rs being 
conducted in ambulatory* care settings. 

• The- ntimber^ of residency positions in the "pri- 
n^ary care" specialties — medicine j pediatrics, and 
family practice — is steadily increasing and the per- 
centage being filled by U.S. medical School graduates 
is ^so increasing. The positions in surgery and 
other" specialties have remained stable or^ in some 
cases, have actually decreased. 
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t -^^ %A selectivity rather than ^rigidity in tjie* ^ 

medical curriculum is certainly ^increasingly conunon.^ , 

' Assessment of the impact of the changes m medical edu- 

\ cation on the quality of education and/or the qOality of its 
product,* the physician, is "far more difflicult. The goals of 
'^the changes, as stated before, were tp increase the numbers 
^^^of physicians, increase ti^e di^versity of^ physicians , ^and 

increase the proportion of those willing and feble to provide 
first contact, as well as qouHmuing comprehensive care" for 
patients, that is', primary physicians. In a4dition, however, 
the medical educational process m its totality was aimed not 
only toward tra4;j|mitting a body of knowledge and training for 
technical competence but, more ;mportc^nt, to encourage," by 
' promoting the requi^eftients of individual responsibility and 
self-directed learning, a lifelong commitm.ent to scholarship, 
involving "the coi^tinuing acquisition and critical applica- 
tion of knowledg-e" (Steward et al* 1976). 

^ ' While a ma^or Qi:-i£^cism of the poat-Flexner period was 
that all medical schools were the same,\ the variation among 
the 117 medical schools today is enormotif . Although all 
• appear committed to the same general goals, there' is tremen- 
. dtpus variation in size of student body, size ahd quality of 
^faculty, adeqii^y of clinical resources, composition of tl^ 
patient bas^, ' stability of affiliations and quality of affil- 
iated programs^ and in financial support of the educational 
program. - Since it xs impos^ble to evaluate the strengths 
and weaknesses of each program and since it is too soon,' eveti 
if appropriate instruments were available, to measure the 
effects- of the changes on the practice of medicine and the 
delivery of health services, one can, "nevertheless, cite 
.probleWs which are common to all schools. ' ^ 

Programs, for example,, with a, high degree' of selectivity 
and multiple tracks in the educational process demand an 
effective and sophisticated ^unselling system as well as 
' more and better faculty, rath^ than less. .The support of 
bo^medical research m the 1950 's and 1^60 's generated full- 
tiSe faculties of basic scientists and-' clinical scientists 
who contributed significantly to teaching and to patPie^t ^ 
care. The support for medical education per se was never 
adequate. Today, the steadily decrea^ng support of research 
and research training h^s forced niedical centers and faculty 
to turn increasingly to direct patient care as a source of 
support. Thus the general availability of the numbers and 
type of faculty nfeeded to make the desired educational proc- 
ess work IS in seTt^us question. ' ^ 
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Curricular changes have emphasized earlier clinical con-, 
tact for students, greater §ittention to "relevancy," and a 
vertical rather than horizontal structure in jourses. It has ' 
been emphasized tJj^i^a clinical teaching moves down to ther- 
traditional precliry^al years, so must teaching of the^ scien- 
tific basis of meycine move up tx) the'^clmical years 6t - 
medical school ayf 'mto the graduate years. Medical' edttca-* 
tion has been u^ed to become more akin to graduate education 
in the humanities and sciences, to become truJ.y a** university* 
education, and to provide opportunities for studenW. to bec<Jme- 
educated m the many other disciplines — social sciences, eco- 
nomics, computer technology, biomedical engineering, and 
forth--now recognized as necessary and desirable for the 
practice of medicine. And yet, many new schools have been, 
established^ which are separated from universities; schools 
have been established which have separated the basic sciences 
from the clinical sciences;, and programs are conducted where ^ 
a high proportion of the teaching faculty have neither Ae 
time nor the basic skills to sustain the continuum of - mSicerK 
education. The steadily decreasing support for the training 
of clinician-scientists promises to magnify the problem in 
the future. While the practicing physician is a highly valued 
^member .of the clinical 'faculty', contributing much that is 
"'needed and that cannot be provided by the full-time academi>7 
cian, the^ supe^^bly, qualified medical student of today, coming 
from outstanding higit schools and colleges, wi*Ll not accept 
teaching, particularly m the clinical and graduate years^ 
which IS episodic, fragmented, and not supported^by a firm \ 
scientific base. . * 

' V7hile an increasing amount of undergraduate and graduate 
education is 'being conducted m community hospitals, the 
ability of such ir^^^itutions to accommodate teaching programs 
has varied widely and has created problems. The primary 
mission of a community hospital Is pa_tien# care, not educa- 
tion and research. Teaching^ programs are costly and affect_^ 
the efficiency and the traditions of the institutions and 
of their medical staffs'. Universities, by and lar,ge, have 
not lEound it possible t<p provide the teaching costs; the 
institutions have often resisted accepting full-time faculty; 
there is frequently dissension over the contVol of the edu- 
cational programs;, and, most commonly, there^are different 
perceptions by the university faculty and the hospital ''s 
staff o^ the qualifications for and obligations of faculty 
appointment. Community hospitals are much more interested in 
graduate students (interns and residents) than undergraduates. 
Frequently, the residents are the principal teachers of the 
medical students r bA if the teaching program for the resident 
staff is inadequate, the system canpot function. " ^ " 



While it is desirable that 'increasing 'emphasis be placed 
on ambulatory care during undergraduate and graduate i:raining, 
the impact of an educat^ional program inserted into an ambula- 
tory care setting can be substantial. Students/are educated^ 
in ambulatory care settings, not 3ust to learn "the common 
problem^,'* but to observe 'personalized , efficient, and low- 
cost c^re. flfhi^e a qualified reindent can contribute to the 
quality of care, undergraduate teaching may adversely affect 
the very elements tlie student is there to observe. ^ H6re, too, 
the questions of staffing^ teaching faculty, and teaching 
costs must be addressed if ambulatory settings a^e to be 
•^'effective teaching units. These questions apply to clijnics 
and to the offices of physicians.-"* ^ T ^ 

Mil'lis (1971) has emphasized that ".research is never an 
end i^n itself, -^it ^s a^ means to a variety of ends. The ends 
to be served in mea?cal school resea;rch are p^^^m solving, 
-learning by medical teachers, learning by prac^cing physi- 
cians, and learning by medical students." It. seems necessary, 
^^if. type of physician we desire is to be produced, that 
"^exposure to the philosophy, principles, and conduct of re- 
search..be an essential element in'^medical education. If the 
educational environment is devoid of this element, as some' 
appear to be, the% life-long scholar. is not likely to emerge. 

* A new problem has recently become evident which poses a 
serious threat to the .continuum of medical-* education and which 
requires urgent, attention. Since 1973, as a result of phasing 
out .of tj|p free-standing internships and termination of pro- 
grams o^poor quality, the total number of positions for the 
first .yeaif^of graduate medical education (GMa-^.) has declined. 
In 1976 there vere 15,112 GME-1 'posi tions available and 13', 500 
ir.S. medical graduates.^ During the i;iext 4 years*; the graduate 
of U.S. medical schools will increase to 15,900 in 1980. 

•^^"^^ ^^^^ ^ serious problem for all graduates, 'it has 
become obvj^ous'tha t for the primary caTe specialties* of medi- 
cine, pediatrics, and family practice ,_^shortace of high 
quality graduate programs existed this year- Agair(st almost 

^all earlier predicti9ns, a'shortage of graduate educational 
OQjjgxtunities has developed, particularly in thgse disciplines 

^whose graduates are most urgently needed'. This^ituation 
creates both challenges and opportunities. ThdPe xs an oppor- 
tunity to create the numbers *and types of programs that are 

.needed and, hopefully, to focus on their educational content 
and quality at the outset. . * ^ , v 

t 

A serious problem continues to exist in the*lack of • 
readiness o'f many medical schooJLs, often the most distinguished 
and best established,, to accept as full faculty, individuals 
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'with 9utstanding skills irv^pllnical teaching and clinical 
practice.. Such Individuals whose talents ^nd skills are ^ 
urgently needed still have 'difficulty in gaining full faculty, 
status, 'promotion, and tenure. ' ^ 

Other questions arise. J^^r^ aififitrary tim^ crit:erion ' 
for either bSsic or graduate -^dth^ation/m medicine ^till ' 
appropriate?* Is' a canpetency. criterion feasible? For under- 
graduate medical education, the answer 'to the first question 
is obviously no, io long as it does not ineaj:^ the pu^titu- 
tion c>f--aa-.arbitraW-^year curriculum fox an arbitrary 4-year 
curriculum as one mechanism for shortening t^p total time of • . 
medical education./- Those now applying to, and beiifg Accepted 
m, medical schoo>are remarkably able as a group, and m^ny 
Tndividuals have qualifications justifying advai^^ed i^lac'ement 
and the qranting of credit for;, those courses in which com- 
petency can be documented. A distinction must be wade, how- 
ever betwfeen shortening of the medical schoo^duc^tion as h, ^ 
means of saving expense and time, and a shortining because 
added time i5 not valuable or necessary for the subsequent 
career goal of the student. At Stanford^ University fledical 
school "a curriculum was implemeiited m 1968 which is completely 
elective m terms, of course content and sequence. The M.D. 
degree reouirements call "for registration for a minimum of 11 
qu^ters* (33 n^onths) but with advanced placement may be as 
little as 9 quarters. (Tuition is charged in accordance with 
the number of quarters registered). Analysis of the graduat- 
ing classes. m the 'past 4 ^years indicates that 40 percent of 
the' student's were enrolled for^ Ig .quarters (36 monthfi4>^or 
less, and could have graduated m this time. However, only ^ 
1 percent chose t^o graduate in"^ less than 4 calendar years. 
• Every indication i^that the students use'd the "extra" time 
for valuable, relevant, an<? educational elective opportunities. 

The Do'int-is' that the cost of undergraduate education , 
should not drive the student away from valuable educational 
QDPOrtuniti^v The students at Stanford are required to pass 
p'arts X an^ II of the National Board Examinations as a result 
of the faculty decision at the outset that m 5 totally^ec- , 
. tive curriculum the only way which the faculty "(and- fe^ 
' public) can gam assurance of student overall competengre^is . 
^ by suc^efesful performance on a con\prehensive externally /pre- 

- ^ared national ex^maMon . This, however, giust be accompa- - 
, nied by faculty e"5aluation of clinical performance and suit- 
ability for practice oa the basis of personal contact -with the 
f undents.' Recognizing the limitations of examinations, the 
' Taculty has, neye;rtheli"ss, been delighted by outstandings 
I perfofmante oi the students In an -elective curri-culum. 
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^ In graduate medical education (the residency) the problem 

is more cj^raplex because ve de'al h^e not only with a fund of 
knowledge^which is measurable, but'\^iAih such concepts as 
experience, responsibility, judgment, confidence, niaturity, 
and that el^ent which is most difficult to define but easy 
to recognize, "^the qualities^'Of a physician." The rate at , 
which a resident accumulates experience depends upon the num- 
ber and types o^ patients, the clinical* setting , the number, 
types, and quality of th^ , supervisx>ry faculty, the closeness 
of observation, and j^any others. In these years of clmica^ ^1/^ 
education, which immediately precede independent' practice ,^ v 
th&re has l^een^ a definition,' m each clinical discipline, of 
the minimum amount of time presumed necessary to develop 
appropriate experience and skiil§J' Obviously this is arbi- 
trary^ ^n^ it is Illogical that the amount of time spent m a 
strong graduate program should be the same' as in a w^ak one. 
lAcreasing^ly, program directors are be^jjfig required to testify 
to the readi^i^ss of a candidate for admission, to certifying 
examinations since therey is ,no confidence ^hat any examina- 

•tions eari measure the critical qualities o'f a physician. • 
§Uch evaluations, ii criticali'y and honestly performed, tend " 
to lengthen the period of training for weak candidates rather 
than shortening the^migiimtim: required time ,in graduate train- . 
ing programs? There i^ a trerfd, 'at present, -to shorten some 
of the training programs in' surgery, which have traditionally**' 
been the longest jv:ograrts> probably unne'cessar ily so. For- 
t^nately, la^mf view,^ tljere is no tendency , .at' present, tp*' 
shorten trainirrg programs»^n t^e primary care specialties 
(iedici^, pediatrics f and family pr^c^ice) si^se I believe,, 
that these require the broadest and sctost' cogiple'x trainrftg. \ 
ratker /than the most constricted*; " • , 

/ . ^ ' ^ ^ ' 

Turning to the q,uestion, of ^^hether'the dominant instruc- 
tional techniques are likely to assure efficient and effective 
initial learning, and to .establish in ^tu^ients the habi^ x)f 
personal responsibility fcir continued learning, I find it 
dff f-ieult to^ answer without being repetitious and I am not 
sure what the dominant instructional techniques are. ^ The"^. 
usual reference to classical graduate education in the human- 
ities and' sciences as the^model for, mdividital responsibility 
and self-directed learning is^ •applicable to" medical education 
only to a« degree. The graduate s£u,dent fias an identified 
, thesis acivisor, his field* of study is relatively narrow, botih 
stud^t and adviser have a pommon^field of specific interest, 
and there is* focus 'on a specif ic "research program as a unify- 
ing forc4. Medical student education is far rrtore complex ^nd 
far more 'variable, partficulariy when selectivity and multiple 
tracks eipphasiied. One great difficulty. Tnythis approach 
has. been 'to identify, m the medical ficulty, the analog of 



the thesis adviser. Xt seems clear that no, medical stud*^t 
will consider the library, the computer, terminal, or the ,7 
self-assessment examination, as sufficient, and that "tge -need* 
for student-faculty irjteraction is deeply felt. One hopes " 
that it is no longer necessary to state that a lecture which 
simply transmits readily available knowledge is a waste of 
\gj5^^«*p*tirae . , Before dismissing lectures out of hand, it is naces- 
* sary to define lectures about what and by whom. A lecture 

designed to consolidate a broadband confplex body of informa- 
tion, given by an individual who can direct student attention 
*to the critical 'and fundamental principles to be found* there- 
in, and who can dp so wi'th clarity of thought and precision 
of -language, is a very e:feiting event indeed^ 
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In the clinical years, undergraduate and graduate, the 
dominant technique will continue to be, as I belie%4 it 
'should, direct contact with the patient and -a great amount ^ 
of independent study about the patient. Th*e ef fectaveness 
of this educational experience, as indicated before, will ^ 
depend upon the patient base, the type and qiMiity of the 
clinical settling,, the i^umbers, types r and 'quality of the . 
teaching faculty, and th^ir time availabilji,ty for teaching. 
Student and faculty interaction is pei;peived* as critical by 
the students, and the most commonly expressed need by .stu- 
dents in the clinical years is ft)r more teaching and a greater 
oppoxtunit;^^ -to present, their views to a faculty member- 
*. ♦ ^ ^ . > 

Concerning the question of whether the evaluation prac- 
•ttt^ presently/ employed are those which will provide suitable 
d4ta upon ^ich to base Judgment about professional competence, 
one must separate the fund o'f knowledge, technical skills,- knd, 
most difficult of all, the "qualities of the physician." The 
introduction of innovative curricula and the emphasis on 
selectivity and md.ependent "study require evaluation ^nstru-^ , 
ments to assure the faculty _t^hat its educational goals are 
be'i^ng achieved ^nd to assure the students that their progress j 
IS appropriate. I am concerned tha^ in many institutions the 
attention to evaluatiofi "has imposed upon the students a return 
to the era' of too many examinations, albeit "learning exami- 
nations, not for credit. " am also^ concerned about unneces- 
sary duplication of effort and wasteful expenditures of time ^ 
a;id money if each institution develops a large number of 
evaluation Instrument^ which are only loyally jsignif icant. I / 
believe that greats 'use of high, quality evalua1;iQn in^trii- • i 
mehti developed bn a national scale and shared by medical ^ 
schools is mor$ JLikeiy to be e^y^ent and erffctive. Much , 
needs to be done* to identify the critical elements to be . 
' evaluated, in the direct obse^rvation of ^ students in the olinical 
arena and to arrive- at a greater degree of standardization on-r-7. 
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^in this important segment of evaluatit>n. ♦ I believe firmly 
In national standards for evaluation of ' prof essionai compe- 
tence, since physicians are highly mobile and existing 
licensing procedures perinit great latitude in professional 
ac»tivity. * • 

I might state that I ha^^e^been, and continue to be, • 
impressed with the quality and prof e^ssionalism of -the exam- 
ination procedures of the National Board of Medical Examiijers 
^ and' that I believe that many of the specialty bpard, oftiSn 
Working with the NB.ME, have ma(& much more progress in using 
modern evaluation processes and techniques than they have 
been given credit for. 

1-5 there a need for Establishing syst^ematic faculty 
development programs which address spec;LfjLcally the profes- 
•sional knowladg'e and skills of educationi^'^^ • 

I am n)uch more concerned with a s^^tenatic program •to 
assure the development of the ne\^ and different* types of ! 
faculty y/ho are urgently needed now and w^iaNWill be ne^deV 
in greater numbers m the future.. One* wc^^id hope th^i: the* " 
development of such faculty would include the knowledge and- 
skills of education. It certainly seems* both necessary and 
dePirable that each major -component in 'the educational con- 
tinuum should have an identifiable group of faculty' and staff 
charged with the responsibility of educating the faculty as 
.a^ whole about principles and sJtills m education as they 
relate to the faculty' members.' teaching ^oles,»-and also to 
bring to ' the ins;titution newly developed techniques for 
improving the efficiency and quality of the education. Here, 
• too, ^ avoidance of duplication and sharing of knowledge and 
Resources among^ institiitions^nd organization^ \S.jdesirablfe. 

As a Jin?l comment oit* the gHq6ra.l subject o^ the prob])bn; 
of programs, 't would like^ to submit the following quotation 
ffom the Mill'is j^eport:- 

^ • • :^ • the important pQ^nr isi^that the* natron 
J * • cannot afford any weak medical schoois/ If' * - 
• 'practicing. physicians With obsolete^ knowledge 
^ and* skill are a thireat to 'the quality^of^j ^ 

^ * medical car'e for American citiTzens, medical 
I ' school teachers with obsolete khdwledge and 

. skill' wiirjL. produce a whole generation of | 
; I ^ physicians trained for medical care at the \ 
level of ^ pas't age. Vie miist-put a floot" ' 
ff^ / ' • und^r each medical scj^qol to assure a^minimWi * ■ ■ 
quality 6£ medical education. The alternative 
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.jLs'to continue 'the present, wide^cng gap 
^j^^^f. jbetween the "have" ^nd the "^\ave-not"'' schools 
^'"■'^ " and to be faged with an ur^apceptab3>y v^ide, 
' ,gap in the quality of their giraduates. 

(Millis 1971) " \ ' . 
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THE' PROBLEM OF PROGRAM 
Robert A. Cha^o^ M.D.- 



' V > 



Are we in need of extensive*- one might say revolution- 
ary — revisions m our' programs for medical education? - If 
not/ is It because changes in the recent past have accopi- 
plished essentially .what they %ere intended to effect? If 
so, is it because recent changes have done nothing^ or. even 
caused harm? Do we have the^ answers for ?ny of these Iques- 
tions? If not, might we obtiam them? Each 'question pro^kes 
another', whether or not it is ans*wered, just as each bit of 
progress m oXxx search for the way th0 human organism func- » 
tions opens a door into new^ vast, and complicated areas. I 
find nvyself focusing on the theme that if we only had the 
means to evaluate accurately and reliably what we are doing 
(or trying to do), including the end product of that process, 
bur troubles «rould be fewer. In 'fact, there would probably 
be no need ^f or thi& symposium. Btit ve-are here. We do Aot 
have- the answers? so we must « continue to discuss and, 
hopefully, make a little "prbgress. ^ " . " . 

« 

I ^hope.'^you will pardon, a brief referfence\ta a summary 
of ' recent activities. Within, the past generation, develop- 
pients in the area of curriculum design and m^ification h^ve 
included several s:vgnif icaTit aspects. Off^ices*,* departments, i 
ci^ters, or other resourcesp. f or research and development in 
education are nov/ recognized in close to 70 percent of"our 
medical schools. , ' , ^ 

Moreover, in-reteponse ft such stimuli as' student un^rest, 
f acuj>ty vision (or disillusionment) r special ^/or specialty) 
interest groups ,^an^ Federal pressures, curricular revisions 
have been extensive. These ^lave tended to incoj::porate one 
or more^ features, among which are integrated instruction; 
eaiilier clinical* contact with or without correla^tion with ^ 
. basic sciences^ a general reduction in exposure to both basic— 
and clinicSl'* disciplined required of all students with or , 
wi^l?(^t a corresponding increase in nuyer and scope of 
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elective opportunities (without shortening total time and 
without shortening minimal exposure required); revision in 
, the grading and/or ranking systems; a host of instructional 
innovations, incorporating such things as use of instruments 
for self-instruction and computers; a^d increased incorpo- 
ration into forru^l programs of satellite clinical settings — 
preceptor ship^ outlying hospitals and'felmics, foreign 
assignments (AAMC Curriculum Directory 19/5-19^76) . 

I 

Many of these af/S other changes have, been introduced 
to overaoine what undoubtedly was a serious defect or weakness 
in .the past, namely* the absence 'of alternatives to meet 
different situations. . , 

Let me offer a few strictly personal observations, some 
of which ar^based upon firm data, while others are' probably 
not. Interestingly, in the period isr7 0-197 5, 66 schools 
reported major- chafi^es' (Cunnane, in press) . Some o5 the^e ^ 
may be seen in Table 1 . ' ^ ^ . 

^ TABLE 1. Major Changes in Schools rXuring 1^70-75 ' 

Schools' 



■ Changes \ ' / > Tune Decreased Time Increased 

• - ^ ^' ' 

1. Time allotted for " * » ^ • 

Bfesic sciences 8 ^ . ' 

2* 'Time allotted for 

ele9tives • ^9 . 



3. Time allotted for 
"interdisciplinary 



courses 8 ^ 10 



Perhaps this era is 'beg inning to level out with a desirable 
(or undesirable, ^but m any case inevitable^) deviation toward 
the mean. • • . 

While there was, until fairly recently, a tendency 
toward shortening the minim'al time requirement for the M.D. 
degree, /part of this action may^^ave b6en of questionable 
value, if nof dowrfright irrational or harmful., ^here is a 
paradox ir^ the belief that one'dbuld direct^ attention to a 
^> rap idly .expanding (m'fact, exploding) voluine of knowledge*, 
^skills, and! other ingredients In a diminishjad period of time * 
unless I). The attributes necessary to do thp 30b were reced- 
ing/ 2) The' students we ife-g^t4;4rng— better or' more knowledge 
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^on entry, or'3) We could get along just 'as well with a prod- 
uct df lower quality in terms of basic knowledge* Unfor- 
tunately, in trying, to shorten th^ pYocess by locating and 
eliminating what some Thought .were redundancies, we may have 
been squeezing out what was left of the students' opportunity 
for cont^plative thinking and self-de<reloproent— an essential 
ingredient of '"any educational progr^. ■ 

Anothel: ^question comes to mind. ^ Were xaany of these 
changes^-some at least, 'and perhaps too ma4|y g^were— mtro- ^ 
)duced to respond to sit^iations that would not endure? For 
example, was the shortened curriculum designed to, stimulate 
an increase in the number o^ applicants when somev" schools 
were approaching the bottc^ of the barrel for applicants? 
Was the wave of student activism, which subsequently dimin- 
ished, an overrated stimulus? 

Could' som6 of j^^e changes have been based upon or sup^- 
poirted by reports of experiences that wer^ poorly controlled 
or' ref lectred siftations m^educational populations- other 
than those representative of medical students? 

perhaps* too few curricular innovations were subjected 
' to an- appropriate form of equation to mdi'cate objectively . 
,the degree to which change induced harm' or supported good, 
as was 'litended . Of-.course, this would entail human experi- 
mentataorT-a ^delicate matter at best. Is this because no 
• appropriate, forms of such e^^flrttation were available? ^ 

Enough of bKat'.. My main theme is to glance at the pro- 
gram we might siek— aal'l it curriculum, if you will— theri 
move rapidly into on^ importvan£^ feature of that enterprise 
which IS evaluation of both process and product. ^ 

1, An ideal cu;rriculum must offer an incentive to excel, ' 
mu^t motivate the student to learn and develop relevant skills, 
and miist arrange fpr-a fertile environment m which studen.t 

^•and teacher may discharge both incentive and motivation with 
minimum interference. No one can logically disagree with 
that rmother-love a^id sfn'' expression, But when we take j 
students ^ differing ability and background whg are heading ^ 
for a! variety' of goals in differing settings, each requiring^ 
* a uA^ue set of appropriate skills, we run int9 problenTs. ' ,^ 
Add to those ^the- vanity of resources, both material and 
humari, available to a given ^-chool , and the situation , . ^ 

furtheV complicated. Despite all these potential disclaimers,. 

- however,* ther,e Is strong .support for the desir^lity of one ^ 
impor.tant mgr^edient of r^c^nt curricular cl^an^.namely ' 
flexibility. Flexibility is represented by both, the option^ ^ ; 



92 



;ERJC / ; 



avaiUble in *a 'given school and those emphasized varying 
•^degrees in diff^nt schools.' However, to this*goal must be 
added the incenS^e to maintain within the overall structure 
of medical .^ucation enough rigidity to supply ^the skeleton 
nedessary to keep it from collapsing, both individually and 

- nationally;' » . , . 4 

♦* ' * * * • 

Nov^ to come to what I consider not only an important, 
•but an essential, ingredient o^rogram and Curriculum, that- 

is, the matter. evaluation. As I suggested at tht beginning] 
_J.f-we had available^ completely valid and reliable measure 
of either the process or Jfie product of a program in all its 
dimensions> the job of deigning . that program effectively. 
wQuld b^ nfade ea^i'ej:. Lacking tha^t ins.txuroerit or -techniqiie, 
jwe nius^t try to develop one.' Wh^t "do we',want? What do wte now 
*hav^? How can v^' select and properly jiase what. is available 
as Ve search fo/t something better?"^TH*e5e questiorT^ pose a 
final ^6isi^s o^ points. I wgiTld like to* fliscussv ^ 

- . First, just^like a gjpod curridulum thatjarouses tJ^e- 
incentive of a -student .-^d jnotivates. him or her to ^xceL\ 
go^ evaluation m^trui^nt.Tnust similarly, challenge, the stu- 
'dent to both exhib^t^^s or.Ker bes^t'perforjnayice and to 

incorporate whatever is available to improve t'S^'fc perf orifiance. 
What may be a perfectly adequate licensure or* permit instru- 
ment tMtt, prim^tily and properly, inc6rporates* a minimum ^ 
standard, to defend the public'^gaia^t ^-rpss incompetence, 
would not ilfeet this criterion. / " " 

Second, an evaluation experience ca;j .and should be »a 
l-ea^ning «xperrence-r It can anfi should eciucate* wherevir^v 
possible, including more than W-nientaKcaii^stJ^nics»aJone. 

Third, currently aj(^ai3^1e^n*UaShaily *SasQd e,v;alubtion 
programs have <^ef icienciles . Piar example , J;hey 4o ncrt: measure 
reiifebly all /the- 'attribute^ that*>«N^ne degr:ee oi^ ^nothet" are 
essential features-, of the pMauct ofV goCd^^rograSi Here,- 
•two eiements mvt$,t. be kept immind. ^Th^Cjirs't is' that on> ' 
' does not discard |Qmething.,t>hat ^oesr one^ing well simply, 
becaus^it does^r\(^ dp' everything well. ^.iSme 'tides not throw 
the^viclins out'^^'. an orfchestr*^ because '( tif^^lii 1 1 i ( offer 
percussion, or the^ piccolo because, it cannot opS^te. ih the 
Haass range) . One should not discard examusatibn^ihat measure 
cogniti\^e attributes ^here is nothing in^pr^pj;ia*«^ about a 
high lievel of useful )ffow ledge) 'simply beS^use Ithey ofe^^nat, of 
themselves, directly measure integrity ,■ 5ieVhal comifeunj " 
skills, and a host of other factors. T)i^:^^obd p6i»t 
that, fortunately^ for music, w^ do IJ^e dii^s 'g^^^i ^Jh^ 
blen4 with^ violins ari^d piccolos; f ortunat^ ^j:«i|iafi.icl^e^^ 
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there are means to attempt evaluation of such things as 
p;rob'l em solving skills and interpersor^l skills, although 

|they are not presently validated for use on 'a national scale, 
and they still need muqh improMement to make them effective 
in evaluatlt>n of sma^ll groups, or 'even an individual. At 
present, faculties must supply the Latter by observation, 
checklist, , behavior records, and ^udits\ At the same time,^' 
faculty |?ept'esentatives a^nd other prof essionals' Inu^ strive, 
individually and in cooperation with groups including national 
agencies, toward better and more 'broJhily applicable methods 

•through research and development.^ Another deficiency *in many 
currently available instrufnents, ^ that they are not available 
•for release to schools and their students for postexammation 
study (as edjULcational tools ih^^thems elves) . Review of an 
exarn^ination and discussion oyits challenges can be ^n impor- 
tant^, feature of education, ajd national examinations, if they 
are to conjtinue, mXist be revised tOr permit this use. 

* Tourth--af*ter my ideas aWyt program evaluati<ir--is the 
observation *that *we continue to seek to define the goo^ physi- 
cian. Until we have an accurate, reliable, validr and 
reproducible profile of th^t person, how caji we correla-te what 
we ^Jo -have with that desirable end result?. Heire again, *we - 
need more accurate criteria upon whicb to base our measure of 
those who emerge from the programs on trial. '"Core" was once 
the jKime of the game in new curricula, and "::elevance" has had 
its run of popularity. The first term has almost disappeared; 

second has declined. ,Today, the popular, theme is "criteria 
for competence,*^ and one seeks effective competency-based^^V' 
instruments, with good reason^ Competen^ce (jertamly doeb 
izTcorporate attention to every conceivable aTtrilStftS^-l^^'tOTrtOtf 
of the positii/'e.-or good, and absence of the negative or bad. 

competences-based critferjra identified? Yes, they are, at 
lea^st^o a degree. Can we rtow define the good physician 
acco^l^ng .to these ctitefia? Probably not' yet, but hbpefulTy 
sbon. Can. we apply these .definitions, that are emerging to 
the entity, we ^re trying to evali^ate? No, but there is^real 
hope, for the future, and perhaps we can firing that future, 
^closer if we can, combine our resources for research ,and 'devel- 
c^pment at schools, regipns, and Tiati'onal agencies, and get on 
with the jbb. As a starter, we have already come a long' way 
toward defining, competency thzough strategies that are derived 
from subjective assumptions — tYie "confeensus of experts," as t 
well as *of other more objective evaluators. 

' • ' \ ' • ', 

• An essential ingredient m the process is to clarify the 
generic nature of the physician's role in modern socie'ty. 
Only then can we answer the question, -What are we training 
ph^sicia^s to do? In my view the physician's* primary role 
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must be care for the sick and the broad implications of that 
assignment. Yet, the physician simply cannot be 'responsible 
for overall health-encompassing social habits, the environment, 
^ and every potential threat to mental^and physical ^health. 

, Physicians are specialists by defi^y)tion who, to cope 
with the proliferation of relevant scien^fic knowledge alone, 
are flirther gpecializing within their major curing ro'l'es. 
While Remaining avjare'of all important influences on health, 
*hey must contribute by doing what they uniquely do and do 
best. This is no^ to say that physiciar^s should not play an 
increasing role m decisiorts perti'nentT^o setting societal' 
gpals, but they cannot be held primaxily responsible for 'them. 

% 

Obviously, physicians' roles have changed with the ad- 
vent of^new organizational patterns for delivery' of care. A 
modern view of , "what we are educating physicians for" necessi- 
tates a careful exafoination of what physicians do or should 
do in both traditional settings ahd the newer practi^ce modes 
where a team approach to patient needs is organize.i. Integra- 
tion of a variety of services by multiple providers working 
with patients and in their" interests relieves patients of 
having to do everything themselves. Educational objectives - 
in medicine musfe take such advances into consideration. Pro- 
viders must be involved in developing objectives and in helping 
to provide aut^ifentic practical experiences for students. 

The question of whether or not U.S. medical education in 
its entirety is educating to meet the, nation's needs* is diffi- 
cult to answer. _The push to increase/ the number (6r percentage) 
of primary care physicians has generated a response, but 
j^ether our educational institutions under threati and/or 
incentive are responsible for the visible change In the number 
Of students opting for primary care tr ainmg .1^ li^rd to say. 
' Whose resKonsibili.ty it will be to sustain phyaflcians ' inter- 
est In primary care remains to be seen. 

In any event, physix:ians' credentials^ to be measured must 
be basejT upon information from many sources, mclAidmg the 
program, judgments. of peers' and preceptors, and 
V. displayed perfprmande in all areas. Testing org a\izat ions like 
the National Board of ^edipal Examiners have two serious* 
obligations— to assume that test instruments are as valid and ' 
reliable as' possil5le for use m mfea^uring ^tehose components of 
cojfpetence subject* to objective' assessment ,| and to aggressively 
develop the varsfjus methods needed to eyaiukte objectively the 
"^^yiipfetenc'y components now beyond our reach. Meanwhile, vie must 
not make the mistake of 'assuming we. have available something \ 
that is still m^the early stages of development. %* * >^ 
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Finally, evaluation. of teaching and teachers is as.ira- w 
pprtant as evaluation of the program* and the product. This ^ 
may be <ittempted in'maiiy ways, .through peer reviev<, student - 
opinion surveys , istuderwt performance on internal examinations,^ 
student performance on national examinations, and publications 
on educational strAegy. Gessn^^ (197S) ^nd Rodin and Rodm 
^97 2 ) hav,e indicated that one Rnn6t univej^Ail^ ^Jput faith - 
inan> of these measures smce^ at least ifi^dsolated instances^ 
correlation among^ them is not rtecessa^ily mS^^ eyen posi- 
tive. The need fpr intensified inve^tj4-gatiorH[n this important 
area is rather obvious, particularly if one siibscr^^, as I ' 
do, to the nee^'to recognize* and reward good teachers. These 
s^re teachers who stimulate students, giv^ them incejitives to 
learn, and mot;.yat6 them to excel. These teachers enhance 

Tcuriosity in meaningful and appropriate directions. They 
inspire a thirst for know;.edge, for answers to questions, fnd 

' even the ability to stimulate the student to formulate inde- 
|>.endently tlje questions that need to *be ^answered. ^ 

'Our offices and departments Jf*r«search a^d ^devedopment ^ 
in education are 4oing much, and possibly can dp>ucj) mor^ to 
, generate Ihe means for measuring effectiveness of t-eacfiers and 
eVoding myths, if such exitt.* * / . ^ - 



in summary, if v/e can summarize a collection of rather 
loosely rplated points, I mighl sta'te tlfrt, m thi^. complicated 
and churning milieu we call medical education, we must not lose 
si9ht of those rather lofty and e^sentiSl ingredients of pro- . 
gr^ams that lead to what may be called a learning as well as a 
learned profession, one t})^^-is properly and efiCectively motj-- 

'varied toward an unde]>standing .of how the tipinan organism 
functions? what makes it dysfunction; how to prevent-, reverse, 
or even -tolerate^ such dysfunction; and how to keep from becom- 
ing chaotic the subdivision of .these matters, ^ well as ^to 

* transform them into endless stimuli for leaguing and competency 
In^. conclusion, we must*^ continue the^search ^or irjcrfe^singlV 
better ways to evaluate^ the progress and product of this 
system. v . • ^ „ ' » 
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:OBLEM 0^ PROdRA^ii ^ 
David^D. Henryw Ph^D. 



* As a general university adminisjtrator or even a student 
of higher education broadly observed, f have some difficulty * 
in ;3etenni"ning What commentary may be considered commoii ground 
for the audiengd,. participants / and planners of this Symposium. 
I am mindful ofjthe 'experts who. are here^-on the problems of 
programs in medical schools — as' reflected, in the ^^^p^rtise of 

a medical school dean/ a professor of pediatrics, a inedical 
examiner, and an editor and interpreter of the public interest 
' in higher education^. 

fiy difficulty ^.n determining relevant reactwn is coraz 
%poun^ed by the insistence of the -progrSim. planners/ that^i^jyie 

* participants' hold to the outline of main questions as pre-' 
^sented in the preconf eren^e material^. This is ,a tight rein 
^ on wandering commentators from different backgrounds, but ^ 

obviously a useful device if focus is to be confined to 
' selected issues, I probably will perform mosit usefully if X 
bring to those issues th'e questions tjiat have come to my miod 
as I have ^considered the preconf erepce material. 

' " Foremost^ I wish to sound a critical note. It' seems^ to* 
•mjP'that the program focuses' on the medical school in isolation 
' f ran the remainder of the university and upon the preparation 
of . practitioner s*"in isolpition from other roles to be fulfilled, 
by graduates of me'dical schools. ^ In the same vein, I miss 
consideration"" of^ the medical profession in jrelei^tionship to 
'other professions and to social expectations. I recognize ^ 
\ that the broader dimensions indexed by this comment probably 
could not be profitably examined in today's conference, but I 
trust that I 'shall not be out bf cJrder if the thrust, o;^ my 
-remarks extends from my concern with soirte topics that hhve 
; Been either understated or omi^t^d from the preliminary 

analysis of issues and problems as relate^ to medical school * 
progreuns. 

»- • ^ ■ V ' 
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To stay withm b^ounds^ however, i shall classify my 
' comments under the questions that have been s^t' dowi> for our 
guidance, the first of which asks?' ° Is the present organiza- 
, tiorv hnd content of medical education suited to the prep^^ra- 
tion of graduates who will' m«et the most pressing health 
service needs of our society? • » /v. " ^ 

It seems to me ^hat .answers to this question will be * 
depe'ndent uj)oh a definition of "the most 'press-mg health 
service nee'ds of our soci,ety,#" 

» • • »^ . 

For example, the growing involveipent of governmerjt, at 
local, state, and national levels, •in financing patient care 
and medical edKfcation, and in regulatory ;:esponsibilities , 
requires a continiung enlargement of the number bf gr*aduate^ 
whQ will be employed as administratots in carrying out -~ 
government functions. T7e may deplore the trbnd toward greater 
government involvement in medical affairs, but the present 
•priqi^'j.ty for increased medical service established by public 
demand has^great significance for educational p-lanr^ers. Edu- 
cational institutions mixst^ face the issues and qi^esti6ns 
.about littRTOved preparation of people for the tasks that are 
now^ left^rargely to mservice , experience, to dropouts from • 
medical prActice^, ^nd to laymen with limited backgrounds m 
the" tasks f^hat they a^e called upon to perform. = 

I do noK have data! at h'and- to describe the extent; of 
the emplo'ym^n.^>s(i cert,ifi-ed doctors of mediqxne m these po'si- 
tions of public administratir>n , but certainly the question as.^ 
to how they should ba prepared is rel^v:ant to. the study of 
organization » and/ content of medical education. 
> . . / ^ , 

I know £h^t- conventional wisdom suggests ^hat nonprac- 
ticing doctors are not the concetn of . medical education, but 
I believe that this lais;^e2 f aulre attitude does not augyr 
well iqx the future of medical practice m ^this- country ,^ or 
fot the appropriate place of iffedical education in influencing 
the grganizatii'on artd administration of^tuaalth care,* , 

I am not suggesting trhat /nedical administration be made 
a significant part o\ the xinUergraduate or-. postgraduate pro- 
gram^ or in(^^ed that' there i*s xoom in the curricula for any 
formal education for prefferati\>n .f or nopiji^dical positions. I 
am suggesting, however/^ that the sub je^ ds one. that should 
concern medi'cal educators more than is readily apparent and 
that the prob;ems; questions', and iirfplications by analyzed 
rather than bypassed. , ' . ^ • 

Second, I believe that we should also face up m curricu 
lum design, both* in organization and conxent, to the personnel 
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requirements for academic medicine and fdr those who would 
' choose research Careers. It seems to me that an analysis of 

the place of graduate education in the medical cHrriculiim 
' should have Significant attention.* Under the present gy$tem^, 
''£he Ph^D. in academic medicine wi,thout an M.D. is often 
penalized in the reward system and perhaps in the s>tatus 
System • Is this differentiation based upon a belief that 
medical education. as nov constituted^is a necessary component 
of graduate education? If so, is there research su^ort for 
this assumption? the reverse of this question is al^o rele- 
vant To what exten,t li th^ Researcher broughfinto mtimat^ 
understanding of the problems of the -practicing* pl^ysician and 
into-empethy witti that doctor? Is the tension that e^tists 
between practitioners and academic personnel, botl^ the ^ 
teachers and researchers, helpful or ' d^ru.ctive? If the 
latter, how can the situation be ameliorated? 
> i ' / ', ' ' 

^Perhaps the most. important element in defining an answer: 
to the question of suitability"^ of organization and content of 
medical education: is wi^th the response' of g'Vaduates. The 
best authori'ties/on the ques^tion should be the alumni^ vOb- 
^ viously, the aldmni audience will^vary in reactions t^ccording 
to age, xJegree pf success, personal adjustment, nature of 
work, and oth^r variables. Nonetheless, it seems to me that 
we should not be a^s dependent as we are for an estimate of 
qra^uates* opinions upon th^ informal observations of faculty 
members, editors, and corridor comentary -at medical meetings, 
A method for continuing, systematic, and comprehensive evalu- 
j at ion by graduates should be established.. 

Obvidusly, answers to pi\& components of the first 
< question will vary. If a single focus is impossible, would 
multiple emphases prc^^uce chaos or even strained resources. 
Perhapb the most we can ask for 'is an approacl^ to the sub- 
divisions of the opening questioj^ with a commitment to a 
flexibility'" that would take inpo account the- needs, of ^ndi- 
' viduals, the areas of employment, and some broader basS tor 
corvtinuing evaiuation. r ,^ , 

in any event, "I think we must be clear that we are talk- 
ing dbout multiple outcomes of medical education^, not a singl 
unifprm pattern. Further, we should acknowledge that in 
adfining "health service needs for a society" we.^a«e . today 
talking only about medic-al education, not th^i health service 
aeeds as rerated to paramedical personnel and to allied pi^- 
fAssions. ' The latter topics would introduce substance far 
^ beyond our capability to assimilate i« one me^eting, but omit- 
ting tHem should not bq interpreted as downgrading th^ir 
place in meeting health service needs. 
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The second question befqre u^ asks whether an arbitrary 
time criterion for either basic or graduate education in 
medicineHs still appropyiate, whether a competency criterion 
is feasible. ; - - * 

. As before, it seems to me th^'t theri* are prior questions. 
The time <friterion should be 'an outcome of program require- 
ments, not the revers'e. The question, then really should be: 
Are the present substantive requirements 'for ^nedic^l education 
still Appropriate? Should there be mare or should there be 
less? > . 

Hete the recent experience in ccJn'sidering a shortened 
time for baccalaureate education,* commonly, referred *to as the 
3-year degree, may be relevant, in many cases, the initia*i 
question^ for liberal arts and sc;.ence curricula, as well as 
for som'e undergraduate professional fields, has invited an 
ejnphasis upon the time requirement rather than upon the sub- - 
stance. To me, this approach seems to miss the central' point. 
In 'a time-shortened' period to olStain a degree, if one merely 
compresses into 3 year^ w%at formerly was sptead out through 
4, as far as sub^e'ct matter is copcerned^, sqm^ time may be " 
savsd for some students, but soma benefits that come ^rom more 
prolonged study in depth or scope may be lost,* The f undament<rl 
qbestion should be; What knowledge is essential to bring a 
student to the threshold of capability for dealing with ttje » 
next level of educational experience? In medicine, the same, 
question mi*ght be applied, to' clinical instruction — whether 
horizontal or vertical' irv curriculum organization.* Answering 
this question r^alj^ rfeq^uires restructuring of the curriculum 
to meet ah educatio'J^al purposes .^rath^r than organizing the 
calendar to meet a time requirement. ^ 

Tl)e experience in Exigland with tbe^open university^ has 
been based upon consideration of determining what knowledge 
is essential to re^ch th^ *level of educational achievement 
Veflected in the baccalaureate deg^ree. ^ ' ^ 

Obviously, rn today's world, with knowledge increasing. 

at an almost incomprehenlsi^le pace^ one can aptly say* that 4 

ye'ars is not enough for an undergraduate to acquire*- all ^e 
'knowledge that might be expe^tdll from one's cc^llege experience. 

If 4 J^ears were adequate in 1920, perhaps 8 years 'sboul^ 'be 
^required now, or 10, or 12. The latter is clearly not faasible 

from any point- o^f view. .The approach to the, question , there-- 
•pre, requires a-new^look at the traditional curriculum, 

■ i / ' * . 

» It has been unfortunate, in my view,, that in this' 

Qbufttry the question of th^ tim^shortened deg-ree has been 
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approached from the point of 
asking the question suggested 



studjr^ 



view of time rather 'than from 

coiv^ixy ^iv*^o.^^» ^^^^ a"boye. t^ost 'advertised programs 

''with time-shortened degree calendars are compre^sfed ^-year* 
programs, with summer sessibnis, or advanced s'tanding, or sub- 
ject matter e^famihation €quiv<ilents from acceptable independent 



.The opepruniv'ersity degr ee in Englan*d,_so much admired 
and so' little understood', • has been"6ased upon the reworking of 
the subjecV matter from beginning to end, with iMependeht 
study and counseling, semin'nr methods, and^^'tller mstiructibna^l 
and organizational devices '>ad<ied . The materials produced^ , - 
reflect an entirely new^ organisation and definition of rnstruc— 
fionaJi materials, . . ' - * . , 

It seems to me then that 
^/ant. ^ What constitutes the- es 



the time criterion' is irrele- 
sential eleme'nts of inStruc^tional 



^anti. ^ wnac consciuutes cne- t;5>5eI^^-J.aJ. cAWJCii^o j.*»w^^v»^^w-.w.. 
i^^ ma'teriaX f^r basic; undergr^itete education? , Pefl^aps the time 



tequired for that experience i 
l^ss. Ip any event, I believe 
approached in this wanner. i 



1 y^ar , 2 year&r or ^mgre- or. 
that the Question oiig'ht^ to be 



In 



^ ' . . I wodld approach graduate. ^educabioi\ j^ntHe^ same way. 
present practice, diversity is accepted. Tfie divergencies * 
amortg departittgpts, insofar as time ia concerned, within a 
single ^niversi^ty are great. These differences aiso exist ^ 
^'among' universities. In the hUm'anities , ,f or example, the years: 4 
' requAed tcj meet the feubjectVna tter requirejnents and' th^ ' J 
^ . research expectation are much 1 ^gef . than in the basi* ^ * 
sciences. One can also find s\:\<;h aj-f f erences 'among institu- ^ 
tions. 4in &hort,*there is a flexibility ihjgraduate Education 
today.that is not characteristic : of undergraduate , education . 
This is not to- say/llowev.er , the t there arec not, excessive time , 
/rig\d4,ties at the department^rl ievel; but^ they^usually are not 
broadly instiiutiona lized . The brogre&si^6 -department at the 
•y graduate leVel looks at the quegfe/on of what knowleSge is moSt ^ 
* valuable ii^^ terms of expectationfe f or" a' doctosate . •'^ 

4' The question of the feasibility of a-competency crit^rio):i^ 
$ilso raises a prior cpndern. 0^4 m\i«t ask, ccppetencj^ for 
what— to demonstrate '#mastery ofl knowledge" in certain sub-' 
^ jects or to demonstrate a capai)ilb.ty for applying l;nov/Tedge 'in 
way that is relevai(t to problemfeolving in a profession? Or 
\even, conpetenciy for both* masteryVand c^jpabili^fcy of applicar 
^iorK ad^tiuc^te f or 'under.tiaking cIiAical training or advanced^ 
' training?* fcompeteftcy fo^ what^ mu^t be d'et^rmilaed befoij^ a 
competfenc^ criterion can be Ocftisiaered all - ^ ' 

^' Another question: Ar^ the ^dkminant^^sbrucVional tech- 
niques likely to en'sure efficient;,; effective initial learning 
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and to establish in students^ t|ie habit of personal responsi- 
bility for cpntintied learning"?. ' * 

• 'I ^ * ^ " ' " > 

I assume that the dominant instructional techniques 

wouJ^d incl-ude lecture; discussion, and' £he use of tea^yW.ng • 
devicas that enhance independent study, such as programmed - % 
learniijg, tfeleV^ision, films, field experience, and a variety 
of yisuaJ. aids. ^ It is not likely,, however, that techniques 
alone ,wi 11* "ensure 'efficient ^nd e^feytive initial learning." 
The teacher is at tJhe' heart of the process, 'If the lecture 
is pedestrian, inadequate in verbal communication, - confined 
chiefly to informata^on givir)g that could be gained more inter- - 
estingly from books artd other sources, the lecturer may be 
'faulted. On the 'other hand*^ if' the lecturer is an interpret-' 
"eiT/ gifted in appl/mg knowledge to problemsol^vihg and *^in 
relating knowledge to the level of *st-udent understanding and 
experience. It is the teacher who must be appraised, nop the 
lecture technique itself. Similarly., group discussion may ' 
beccxne notlj^ng more than. questions and answers in a reeitatJ,on 
environment. An'effective discussion leader, however, xran 
stimulate a continuity* of group thmkiVtg and incite partici- 
pation that is' stimulating" to the entire membership. » Sijlilarly, 
there is no jnagic in- the mechanical or electronic devices-. The 
magic is m the mind, spirit, and artistry of the instructor. 

* - tn considering fcfte third question/ therx, it seems to me 
that the answer lies not with an evaluation of techniques so* 
much as of the quality of instruction. How can quality be , ' 
^encouraged, how identifred in the recruitJnent of new faculty ^ 
and* how may the^ools for effective teaching be n^ade availa*ble 
to those who are gifted m their use? The responsibility here 
lies with the* r^ruitment and ^appomtifient process as muCh as 
it does with techniques, c * *v ' ' 

~ \ * • ' * . 

^ *The cajJatdrity for establishing *in students ijthe habirt ot 
personal' r^spo'nsibility for continuing learning also goe;s to 
the teacher rathep than to technique. How^lfor, the p^-edispo- * 
sition for taking responsibility for continued ^learning goes 

the admission^ committee. StuSents*^ust be motivated if 
th^y are to be subjects fot C9ntinued learning intellectual 
cutj^osi^iy, prc^essionai ambition^ a)nd purposef ul'hes^ are ele- 
ments 'in thej.r motivai'tion/' Students must be willing .to be 
assisted in taking responsibility for ' continued learning. 
^The reluctant student or the student uninterested^ m learning,^ 
except^for purpos^ unrelated to professional values^ and out- 
*come4, cannot l)e aft et ted by the most inspiring of teachers 
or by the dominant ihsttuctviona}^ tecfiniques . 1 believe that, 
student selection ar)d facultj' recruitmerit ore the mjlm centers 
for attention in dealing, with this- question of in^ructional 
JLeohn i^ue s . ' - / ^ 
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• • Too, there kre factors in the education of'^ students 

that are not patt pf formal injttniction. The profies^ of pro- « 
•••fessional socializa'tion 'iS a gregt teachfer. The environment, 
; including peers, toe modeling foi identity, and the immersion 
in a.controlle4 setting shape students • vidws and e«eYi modify 
theia: skills. Savs. William, Toonis, "This orientation of per- 
sonal values, attitudes, assumptiions , and behaviors, .^ong 
. with the careful development of , elaborate. cognitive , linguis-\ - 
tic, and, v>here necessary, manipulative skills probably makes • 
doctoral study, one of .the most pov/erful examples^of adult 
socialization, all the more striking because both entry and 
continuance are .essentially voluntary." (Anderson 1974) 

f '■ ' ■ . - 

Turning, to the fourth questiori: A^e the^evaluation 
o practices -ptesently' employed those whic|i will provide un-.- ^ 
suitable data upon which to base judgment about professional 
competence?', bfings to mind- arstory.. i 

- ' , i ' 

• ■ The dfeah of a college olE law has ibeen quoted as having 
■ said that the graduates of liis school, with records of A became 

profepsors., those with-, records of b' became judges, and those 
.With recoy.ds of .C btecame prosperous practicing lawyers. 



I do not vouch for, the authenti'cit 



tf of the dean's . 
observation; but the account tells -^s tfcat there are dif- 
ferent competencies- even amdng those it fairly narrow 
specialization- and that. academic syccefes is variously 
^elated to. certain kinds of professional outcomes. ... ^ _ 

I 'am not a student of evalua'l/idn'^ractices , as presently 
employed -in icolleges of medicine ,. /but i have observed that ^ 
the faculty members have used the/ almost Universal pr.actice 
■ of grading subjecfmatter in teTji^' Of content mastery. What 
the correlation Is between si,ch Aastery of subject matter ..and 
professional competence *ould de/pend upon the definitions -of 
professionaf competence. I do4t that theie is a single 
definition or a uniform patteriy of expectation. 

Quite generally in the acLem'ic 'wor Id , the relationships 
between academic grades, ^prof e/ssional competence, and personal 
outc>*es in postdegree lif^ hive not beeh broad 1^ and-,scien- 
• tifi^lly. esVablished. . Even Wre ^eWralizations -^^^ 
one must allow fbr. individual variations so numerous that any 
generAlization is subje<rt"tc/ so many exceptions as to be;at 
onfe^Kfionsider ed invalid. 

?M not. suggesting tl/at evaluation is npt Wor*hwhil6. 
. Quite- thl corttra^ry. I amjuggesting that the objectives of ^ 
Evaluation should.be 'blea/ly, and tirmly established through 
research and that its rglltionship or lack of^ it to any. other- 
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Vv ' • ' 
expectation should be made explicit to students and public 
alike'. If we do not know'\ihat constitutes effective teach- 
ing, let u^ not pretend that,y/e do. Let us say simply that 
whaf>?e'are doing appeal's to have worked in most cases and 
that is aXX thptt we know. Le^t us apply tcfj5ufr own profes- 
sional, behavior the same, scientific standards tl^t •we would 
apply to the laboratory experiment.' * 



^ « 



The, last questidn was: Is there a rieed for establiih-- 
ing systematic faculty development programs w'hich address 
specifically the professional knowledge" and skills of 
education? ' ^ * , ' . 

• • t » 

I believe that thfe anrswer jis yes,' not only, for col- 
' leges of medicine but for colleges throughout t^e university 
world.' It is somev?hat ironic th^t we have undertaken the 
business of preparing people for nearly ail the professions 
that are based upon the collegf experience except t^iat for * 
college teachiag. Here we take the certification of learning* 
experience and academic success in undertaking a research 
program, and employ *a person for teachirug without any spe^cific 
pbjTective measurement of capabilities for classroom performance 
orT examination of what .that person*knows abdut the art 6f 
^teaching or the science of teaching. The approach is eveir" 
more primitive £han the teaching *of medical st\idents as 
apprentices -through paracticing physicians. The apprentice 
at least had an opportunity to observe and ^to learn to appre- 
ciate the art pf practice .as well as th*e stibstance. 
« * * 

I do not mean to overgeneraliz^.^ I know of the effort ^ 
made in the direction of staff development at 'the University 
of Illinois and in some other^ plAc^s. However, the utiliza- 
tion of interdisciplinary assistance in the, preparation of 
teachers at the^ college' J.e^^ is minimal. 



Most of us as young teachers Vere given the «pr.ivi lege 
of teaching by whatever methods we had observed--some obvi- 
ously poor, some obviously good. What seemecl to work for 
anyone of us, however, might not work for others. We went 
on practicing what ^we thought was good Without learning *jnuch 
about anythijng else. As an apprentice, i was hapded a text-v 
book, a course outline, and a classroom full of students. Many, 
of ray peers had 'the same experience.' Today some inservice 
^supervision and training is organiz.ed for' younger apprentices, 
particularly the graduate teaching assistants. By and large, Kv 

-however, we have' not made much progress m intropiucing what' ' * 

is known about success in teach-ing into ' practdce at the 

' collegiate level. . 
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• Indeed, we do l-ittle m preparing academic professionals 
to become members of faculties or to understand fac^uity respon- 
sibilities beyond teaching. The' university is "a sobial 
institution, a»highly complex organization, different from a'ny 
other kind of social mst'itution . Faculty members will^ in all^ 
projs^bility spend the remainder "of their 'lives m such^an • 
enterprise. Yet, they are given no 'perspective on the history 
of higher education; its purpose; who pays for it and why; its 
philosophy; its problems of orgc^nizatioh, structure, and gov- 
ernance; and its place the scheme of things socially, 
politically,, and philosophically. Here, all institutions^ have 
a lot to learn. But the begiTjnmg 'place is at .the departmental 
level, because it is here that the teaci^ers of ^tomorrow, are , 
recruited. 

In conclusion, I list a number of questipns that might 
form thQ agejnda- for another symposium but t6 which, we might 
gi^J^e some side-glances in thfe discussions .at this conference: 



#What is the proper role of accrediting m 
curriculum making? 

#Who is^to monitor evaluation practices as 
applied 'to student ^achievement, faculty 
'performance , admissions , promotious , and 
appointments? 

#How IS the academic establishment best organ- 
ized to contain improper or inappropriate 
intrusions upon curriculum making from 
•'government, from external pressures (often 
conflicting), frqm accrediting agencies and 
licensure and* prof essional boards, and from 
political influences? 

• what IS the extent of irjRairmeftt of qua^lity 
arising from capi.tal deficiencies and inade- 
quate financing? . 

.#.How may students and faculty best be .sei^si^ 



ti^^d to social needs, professional ethics, 
and public expectations? > 

>What priority should be assigned to the con- 
tinuing educ^ation* of ^he members of 'the 
profession? 



♦ / 
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' ' • ' educational' resources of the uni- 

ve^^-sity as a whole imaginatively and 'ef f ec- 
tiv«ly utilized in medical education? 

#What should be tjie responsibility 'of >the 
^ college for the education of the intern" 
i.' " V, and the* resident? / *- 

^ , •should basic science and clinical^ mstruc- 
* tion be tied more closely togeth^^r? • 

^ * ' •is the' recommendation of the 'Carnegie Com- / ' 
misSion'on Higher Education (1^70) for the ' 
« ' establishmentr of a midpoint degree between 
the A.B,' and M,D, ' freadible and educationally 
, ^ « «ound1> ^ ' ' ' 

> 

This rahdom Ust' of topics, related to formulati</n of* 
programs in medical Q^3ucation but oniy tangentially included 
in the lead questions of this session, is only suggj^stive, 
not, exclusive lor comprehensive. It does sho*, however, the 
complex nature of , the task in building an education 'progr^ 
thaj: brings the graduate to**the threshold of practice ade- * 
quat^ly prepared, professionally motivated, and qualified to 
become self-educate^ in the changes taking place in medical 
knpwledge ^nd -in the organization and delivery -of health care 
the nation today. 
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THETROBLEM OF PROGRAM 
, Critique and Challenge 



Fred Hechinger 
Discus^on Initiator 



Mr» Fred M. Hechinger ; I ,f eel like the orfly civilian assigned 
« 5 ^6 asWf <^itical questions of the General Staff about the work- 
^ ings of the honor code at West Point, tf my colleagues ,«on the 
panCl seemed inclined -to praise doctors, I hope they will not 
interpret some of my questions as suggesting I want to bury 
them. V * * / % 

I'St me start wi»th a simple question that ocTcurred to me 
in the last stages of Dr. Henry's address, ^nce it was essen- 
^ tially the university professors who fought so violently in 
^ .the'^gSOJs against the- teaching of teaching skills for the 
^* elementary and priin.ary schools, how mjich of a chance do -you 
rs. .think there is that the same University processors will con- \ 
sent tb^a systei|i?i<Sf teaching teaching skills for^.the medical 
^ . schools? * V ' • ' . , . 



I think may have to 



Li \ 



Dr. David D. Henry ; In the long .run, 

wait until the present generation vacjates the j^hairs and » 
^^^y-^^'^^^^^^oti tm^s on. board. Then,' persuaded by-financial 
SLxcumstances/ by increased complexities in education, and by\ 
greater concentration on their own ^espotisil&ilities they may 
yield on the point. And I am being more than facetious.' 
•Higher education has become so complex that we^ can no longer 
treat it as if it were. a simple matter. Faculties will come 
to recognize the importance of effective ^ac^lng and the need 
for evaluation and public accountability," It will be 6low in 
coming but this^ philosophy underlies most of the;. university 
programa in the teaching higher education today. It will*, 
take time for all the present biases to disappear and, for n^w 
people to move into positions of influence. 
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Ar.r ^Bechinqer Mthough^l do not pro'fess to know anything 
about the subject-matter of medicine, what I heard today 
'•about curriculum was not unli)ce discussions I h^ve heard in 
tha past about, curriculum iii^ elementary and secondary schools. 
TheS!6.jasually dealt with the* teachers and the administrators 
and' the institution but rarely dealt with what tAe program 
did^for thevchildren. The chants in curriculum described 
this aft;ernoon seem to relate little^-if at all, to how they 
would alter the way in which graduates would deal with pa- 
tient3. And I must ask whether there can be in, tft, curriculum 
some specific provisions for fostering the sensitivity of - f- 
physi^cians to both the medical and nonmedical needs of the 
patients, their fears, their relatiojciships not only with a 
doctor but with the doctor's office staff whp often prevent 
•p*atients ffbm seeing or talking to. the one whose "help they 
seek,; and with tjie hospital personnel^ who frequently make ' . 
patients unhappy or afrai^. ^ Are you^ thinking of any specific^ 
app^roaches to teaching studfirhts thebe things? ^ ♦ ^ 

Dr. Irving Schulman ; I think most' medicaj. faculty recognize 
that the physician we 'want to produce and the physician pa- 
tients want to see must have these. qualities. But to attain 
this goal requires a personalized education. Large classes, ^ 
too few faculty, and nd role nvpdels almost destroy' our best' 
efforts. Such a goal alsp requires reliance on other disci- 
plines, particularly the social and behavioral sciences. 
This is why I am so concerned about divorcing the medical 
school from. the rest of the iiniversity. and building medical 
schools awaii from university- settings . I think we know we 
must realize ^this 'kind of education; there is no questiofi 
that students" insist on it. But mass education depersonal- 
izes the ^ient care experience and this is jny greatest con- 
cern. ' Another concern is whether personalized education can 
be' treated- in a fopnal manner. It is being attempted to a 
degree through the introduction in the preclinical years and 
early clinical years' of programs dealing with the ethics of' 
medicine, the dying patient, the chronically ill patient, and 
many of the things that in the past we assumed would be 
learned. I thinH issues such as these should permeate^ the 
. entire educational process. o 

Mr. Hechinger : What troubles me in that. answer is the fact 
that the people who now do the .teaching came o£it of a gener- 
ation that did not have to be concerned with t|iese issues, and 
therefore, perpetuated this lack of concern. Or, to take a 
specific instance that Dr. Henry cited, i^e relationship 
-between patients and the doctor, in the hospital or in the^ 
doctor's office, may be damaged by the lack of adiministrative 
» skill in dealing-with the action t>f a nurse^ or a secretary. 
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9r whatevei; other echelbns^st^nd between thB. patient and the 
phy^ifcian— including the ielephone'-answering service, i^nd 
yfejb there is apparently Little being done to include this 
kind- of emphasis in teaching ne^ physicians. 

Dr. Robert A. Chase ; 's 1 think ^there i3 s'omething comAotj'to 
both questions you have asked: It h^s to do with inj^entives. 

o To^ the extent that faculty members remove themselves fxSm 
patient^ and patient -care they simply cacnot provide examples 
of the things you are talking abopt, and there is a ^disincen- 
tive to being^ involved in patieat care and in teaching as ^wej-l*. 
Unf orturtately in the current academic marketplace there i'sj-nd 
reward tor either of >those things. Until the cri-teria used 
to judge faculty for appointment, promotion, an?l^,te^^K and 
all the Vest are modified, it is unAikely tharti* things^'wi>ll 

» change^ very -much. The excitement of teaching is a persQit^^l 
^inceiitive'but the rewards corn^ for doing other things. ^^^^ 

^Hr. Hgc Sincrer ^ To what extent will an inceative be*^ created 
by "rising ^consumer dissatisfaction? For /instance, the gen- 
eral revolt 'among women ^nd Jihe backup of that r.evolt by the 
"'wcmen's movement«has mad,e a substantial difference in the* 

relationship between medicine and women. Will it be necessary v 
for the general pUblic to resort to the same kind of organized 
pressures to -bring about this change? * ^ 

Dr. Robert H. Ebert ; I think you have asJced a difficult • ' 
question. "It»ha.s alre^ady been said that in the progress of 
medical Education, in the ^process of prof essionalization, a 
physician really loses sight of these things. He on she 
becomes part of the system, and it becomes hard to see what* ^ 
Us really happening. I once suggested to a group of students/ 
- that when they go^into the hospital for their first ciinical 
experience, they take a close look ^because they would never 
,See it-iti the same >^ai^» again, ^ n going t&brough this clinidal' 
educatioii^^l pi;^cess stijdents ^Kpi^ sorts of. 

things that^ pnly patients can^ting to^ their attenti-oir. It 
is my firm conviction that the only way this* wil-1 be altered 
i^ tYirough interaction with consumers.';' I dq ^ot belieVe^'it 
can be taug^it^* ip any formal fashion and I doubt that faculty 
cart teach it "'if they are not^ 'involved in it.^ 



Dr. Chase ; There is one other person who* can bring this 
matter to ;our *attenti6n: * the student. • ^ 

Dr Schulmap t , I think we shoi^ld remember that the medical 
student is also a consumer. Many of the changes "we tliink we 
ought to initiate have been done by students before, we haye 
begun to initiate them. **rhe stutJents, more often than we 
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giv6* them credit for, bring to our attention the c^ianges 
' th^at are needed. And if faculty members stay out of the way, 
the 6hange may take place. ^ 

. Mr t He'^Chmger ; Before*! move on to another question 'which 
may also seem difficult, ret me assure you that some of my 
best friends are doctors. If at is true that desire to serve v 
society is at least one of the motivating factors for many ' 
young people who flock to the medical schools', then '.do those^ 
schcioig . have a special responsi^a^lity to work tow^ird pr^vent- 
iijg such incidents as the recepAmedTcaid scandal, or the ^ 
whole 4^ssue of unnecessai;y surgery? These examples may 
involve only a minority, but still a substantial minority of 
the pr'of Ib^sion, and in one sense these are problems of med- ' 
ioal practice as a whole for they go beyond personal integrity, 
raising the issue of responsibility for peer review of pro- 

>fessional behavior,. What curiricular provisions do you thi^k 
ought to be made' to deal with thi^ whole area of medical 
ethics? 

Dr , Schulmarl ; Some of <;he questions you raise are simply not 
answered 'by curriculum changes alone. We might also go back 
to some of the things' discussed this morning and particlilarly 
to thQ admissions process, know thatj^ student who gets 

into medical school is probably going to graduate but we have 
an important*" respqnsiBility during the process of medical 
education to weed out those who do not exhibit th^ qualities 
of a physician. After graduation we must have continuing peer 
revieif of performance. People do change, and when a doctor 
changes that may be quite d^artgerous. I believe we must accept 
peer review. But peer review must be more than looking at 
each other-- ij; will Have to become a system m which the pub- 
lic has confidence^ one that assures continuing knowledge and . 
professional competence ^as well" as ethics, 

Mr, Hechinger t Your overall approach to the problem 'somehow 
seems incompatible with the vivid description given by Dr , 
Gellhorn of the way. students get into medical schools through 
a kind of ^competition that forces a substantial number oi them 
into unethical practices 4;o *^^t admissions standards. Ijj) 
what extent can the medical* school counteract, a psyche that , 
has been conditioned to doing thitigs for pers^onal" gain and 
survival rather than for service to humanity? ^ 

py ■ gnh ^man - With apologies to 'Dr, Gellhorn r I th3,nk that 
ideaiafcverdone. Students do w*ork hard to get into medical 
school, ^ut I have served«on the' faculty of. five schools and 
I, do not see a perpetuatioh of this grubby infighting, cut- 
> your-throat thing in- medical schools tf^mselve^. fcMe4ical 
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students today are remarkable. young ^^ople and *I rarely see 
the personality characteristics* to which you have alluded* ^ 

Dr/ Eb^rt. : I must* agrees with Dr. Schulman. ' f' wouTd say the 
biggest problem we have is not competition but that students ^ 
do 'not ^ant*tp be graded at all, and for the*good reason that 
they want to nelp one , another, have* the feeling that we 
,may be getting a different )cind *of person into rr\edic>¥ie today. 

Mr> Hechinqer : If it is true t*hat the" majority of s'tudents 
« en^er medical school with relatively les§ background in the ^ 

♦ social sciences and humanities thap other students, should 
something be done in medical scjiool to influence the future 
political and social conscience of the"^ prof ession? To be 
specific/ in the past organized medicine ha^ tended toward 
conservatism in matter;? relating , to the social progress of ^ 
medical ''careV Whi\e that may or^may "not^resoat ^rom-^the ' 
-limitod premedical preparation ;.n such are^s as economics and 
sociology ai)d governhient and history, unless €he medical 
schools do something through their educational programs or 
even through a study of their own organizations, what chance 
is there to make the total'jprof ession more^varied m social 

^ outlook? ' ^ " . . _ 

* Pr. Ebert : Through, the work of such investigators as Funken- 
stein^j we have a fair amounji' of .'evidence aHout the value 
sys,terts of medical .studelits during the last 20 y,ears. I't is 
, clear ^that 'their lvalues are relatiyely uninfluenced' by what ^ 
happens to them in medical school. They seem to iJ^eflect much 
more the general value system o^ the time. For example, in* 
. tlie early l960's roughly 10 percent of the entering and^%gradu- 
^ ato^ng studeijts thought national healtih insurance was appro- 
priate and perhaps 10 percent thought they pu^ht to work on 
salaries, "^oday a substantial majority of entering as well 
as' graduating students favor such things. In , other yords, 
all of the manifestations of ^ more liberal'and enlightened 
view of medicine seem to^have developed before these people 
evep got into medical school. I wo'nder whether the medifcal 
school itself is;"going to make much difference, whether these 
views instead reflect values acquired in colljgg, or frc«n the 
prevaili'ng" spirit o*f the time. 



Mjc. fiechinq er: In that case, you do^ not feel that the lack 
of*^ instnudtion in those areas, l^or substantial numbers' of 
premedical^students,' ought to be corrected? ^ 

Dr> Ebert : I believe I wou2,d ask first whether students who 
enter medicine have values substantially different from those 
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who go on in any area of science* or from those who do gradu- 
ate work, in the humanities? In other^ words, is this situation 
unique to medicine or is* it really a description of- what hap- 
pens in college? * * 

Dr, Edmund D, Pellegrino : It should be noted thht a redent 
survey revealed 98 medical cchools now of^fer some formal 
instruction in medical ethics. •This is a ^remarkableT change 
from a decade ago when you could scarcely find anyone dis- 
cussing the subject. Specifically with respect to the human:^; 
ties, broader 'engagement between some of the humanistic 
^ studies and disciplines and, medical education is also occur- 
ring. There are also 30 formal prograims now which deal with 
the^hujnanities ir>, medical education, and another 15 are in 
the pla'hning stage. * , 

Mrr Hechinger : On one specific issue raised by the panel ^ 
today,, is there anjithing the educational program might do to 
, produce* more physicians for the*now u^derserved urban slums 
■ or rural and small, town areas? 

* Dr. SchuXman : Are ^ou speajcing abowt the need to expose 
medical students to these problems, or to create a system 
which places ^graduates in underserved population areasf 

■ Mr"^ Hechinger : -What I am really asking is whether there is , 
something in the educational program^ that can cope withr the 
~probiem. Is' there an educational ^terna tive ,;»^overpiro- 
duction or governmental firat? ^ ^' . ' 

'* ' / ' ^ • 

• Dr. Chase ;* ^I think I lirtderStand what you are driving at, 

^ but I Relieve that both geographical, and specialty maldis- 
tribution -mus't be deait with at a level beyond the^medical 
school. The incentives for. individuals to c^lo'ose particular 

• specialties or areas of practice have little to do wi^h the - 
medical school curriculum. Now I am not completely absolving 
thQ schools of responsibility, because, obviously, one contri- 
butibn they might make is to es^tabXish models-different from 

, the. supej^ specia%^^ation that is^ now so prominent. It is 
'hard to find a g^eral practitioner within most medical 
s^chools. So %heA are things that <5an.be. done but, as long 
as the current^reward system regains, it will be hard to 
stimulate ^medical students to mfke tho^e cl^oices. And I am 
not even sure that different models wo|^ change things. As 
someohe-Has said, "^w-can you keep them down ton the farm, 
once they*ve seen tW-farm?'' ^: ^ 

t . , . ' / , 

Dr, Ebert : I thrnk there are more thi'ngs that can be done 
^ than we may i>e doing. First' of e^^l, I't^^ 'impor.tant to avoid 
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making any experience' of this kind required for that is the 
kiss of d'eath^r^We have found that ^ gre^ many of our stu- 
dents are looking for opportunities to serve^ in rural areas 
both "here and^in developing countri^. ' In those developing ^ 
countries they often learn a good deal more about this country 
than they might have if they had looked here. I am convinced 
that experiences of this sort do influence 'how studei:its per- 
ceive problems. Whether they will alte'r career choices or 
practice settings is a still unanswe'red question, but we 
■:should'at least provide these oppbr turn ties. , 



TH£ PROBLEM t)F> PROGRAM 



General Discussion' 



\ 



* Pctr^ticipant ; From Dr. Schulman's presentation, I understand 
"tJla^ ther^ are'def^iencife^ in some U.S. medical schools 
today but frort Dr. Cha^^^ presentc^tion I understand that the 
Nat^ionai Board of Medical Examiners assures that all 'mpdical 
graduate^ are qualifi^. Are these two positions consistent? 
'*As.a ^f^lmedical adviser, can I'.advise students to ^o to any 
school in our country or must 1 caution them about spine of 
. triem? * ^ * • 

Pr^^^frvin?^ Schu»l}nan : I do^ have a' gr^at jconcern about the 
q;uality of medical education in some 'American medical schools 
and,' therefore, about the quality of their product. The 
NationaJLi3oard of MedicaT^Examiners measures primarily cog- 
n£±,ive things.* I think. we can certainly say on the basis of 
Naftonal Board performa"rtce whethear students have attained an 
a9ceptal?l^. level of knowledge. What concerns me ,1s that 

* there aire other, a^ tributes ot a physician whicl} at the moment 
cannbt be measured on such examinations .and which tnust be 
assessed if we are to turn out the type of physician '.about 

'whom Mr. Hechinger was speaking, ^ ' [ 

Dr. Robert A. Chase ; 'l agree 'witlT th^t statement. Dr. Schul- 
man is quite.tr.ight that it is only in those now measurable* ^ 
components of competency that, we evaluate students: their 
store of knowledge and to scMne extent^ their problemsolving 
capabilities. By utilizing such examinations', we protect the 
public against incompetence in those areas of competence that 
are objectiv^ely measurable. 
' . ' / ^ - 

Participant : ' Perhaps I have misunderstood, but I thought Dr.. 
, Schulman stated that ^there is in enormous Variation amon^ ^ 
programs in 'the 117. medical schools and Dr. Ebert said,' there 
is^a remarkable similarity among them. Perha^p you wc^uld try 
to' reconcile that apparent contradiiition. '; | 
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. Dr» Schulinan ; I tried to point ^out a great si^ilar^ity in 
goals among €he 11? medical 'schools , but the tools with' * 
which .they try to achi-eva those goals vary yyi-dgiy i ' Many 

^schools may st^e that they have elective 'programs -or «iul- 
tipl« tracks- but an elective curriculum r/^ally requires an ^ 
exquisitely sophisticated student counseling and guidance • ^ 
system, without that an elective cur^ricul$h is really a- 
shaitr because stud^ents simply float around woAh nobody t<y 
help them. 

Dr. Robe^rt H. Ebert t Well; I xeali^ meant what I said. I ' 
think ^there is little difference among medical schools in 
^ this couhtry. In spite^^of all the so-called modifications,' 
, the curriculum has remafined remarkably stable for' the last 
65 years. At the Harvard Medical School the curriculum 
changes' on the ^avera^e every ,7" years^ ^nd it swings back -a'nd 
forth between more, required work and more elective work and 
• has for the. last 6 decades. " , 

I would also note that the data collected by the 
^American Council, on. Education, the Assopiation of American- 
Medical* Colleges , and the Rand Corporation for the Presi- ^ 
dent's Biomedical Panel revealei^ a number of interesting 
things. For Example, m the course* of looking ^t the iippact 
Qf Federal .research support ^on medical education and uni*- 
versities /they disco^^ered that medical curriculum had almost 
no influence on the choice *of career. The choice of special-' 
ties was no different ^.n the research intensive universities 
than ii\ those less so. Neither did the research env:j.rorunent 
have .any, influence on the development of primary care re^i- 

/deneies/ Abo4t 10 .percent from r^js^a^ch intensive universi- 
ties an^«. about 6 percent of graduates frc5n other s'chools go 
^^nto academic medicine^ 6ut this seems to be determined mor^e, 

tby the student's background than by the curriculum. '.So I 
would. Sfiy that despite what may sUpe^rf icxally ' ^'em to' be 
substantial difference^ there is a remarkable similarity 
among our schools and, a remarkably even product as measured 
by examinations., ^ ^ ^ 

^. Dr. Chase : I think both Dr. Schulman and Dr. Ebert are cor- 
rect. Schools are both similar and different de^eftdin^ upon, 
the yardstick used for measurement. For eftcample, }.ookihg at ' 
examination results, U.S. and Canadian medical graduates per- 
^ fpntt at an ejcceedingly high level compared with graduates 
" from m^any medical schools in oth^^ parts of- the World. On 
that scale ^ these North American schools are quite similar... 
On the other hand, within that high range**:of performance ^ 
there are detectable differences but, because of tht*.restric- 
tion in range'," tfH^ dif f eren^s are probably not educationally 
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signi£;Lca(nt. . It is for this ^reason that'' the National-Board 
' will po longer:, report school ranking?, for it^seems to me' a 
ridiculous exercise. V/e will continue to report performance 
*in relationship to the curve of a highly selected and puri- 
fied reference group of students. - . " ■ 

^ *' j ' . • ♦ - ' *• . ^ . J » 

' P^ti:ticlpa^t ! You have suggested Ojat faculty members provide 

, not only instruction m the content of medicine, bxit e^lso a 
model from which students learn both values and the practice ' 

, of medicine. If you v^ere planning new ec^cational strategies 

to meet; scarfe of the problems that have, been identlifled here,^ 
» would you deal firsfwith fcu:ulty behav-ior , curriculxim struc- 
ture, or the exai\ination system as' the most j^romiaing- ve^cle 

- for change? ^ [ • , • 



Dr. Ebert: 



It is interesting, to me tiiat at least at. Harvard 
iespread student retection of most of the facuaty 



there is' widespread student rej"^ctioh of most of the tacu|tiy J, 
as models. Students seem to think that none of them a:^;e ^ood ° 
^enough. And that is probably for the best. I think the real 
c modeling *probably. gets into high gear during the residenc^^^ I/* 
doubt, that any modification of the medical school cutriculiim^ , 
or alteration of examinations or anything else is going to » 
change that. At its best this hospital period'of profe&sionf 
alization produces ^a' resident with dedication to patients 
that'is laudable? at it3 worst it produces an arrogant indi- 
/-viduaV^who think-s that anybodi^^^ outside the ^rpfession, and 
more pdjistiaularly outside a given spefiialty, has nothing ' 
useful- ^tO contribute to medicine o» to medical , care., Unfor^ ^ 
tunateXy what^eVer the outcome.^ it has nothing to do with what 
i^ cons'cious»ly, ta^ught . " * ^ * 

t)r. Chase ; I do think f^aculty models a?e important. The ^ . 

kind' of 'model, mpwever. Is really a ques,tion of ins'tltutional 
.priorities^; ' In ,c5ther words, given jbhe.choicQ, is a school 
likely to choose for .fSiculty aippoiritment a po'tential Nobf3>,. 
iJaureate-or "^a person who will, become a superior clinical 
^hysii;i-an? I believe there is a^place for both. far-as 
examinations are concerned , you suggested ^^hat . possibly these 
could be 'effective change, agents . 'l- do think that such ^am- 
inations as t^e National Boards have an effect on curriculum, 
and faculty sometinjes complain that this is so, because thoSe 
exaftvinations are- made up by the 108 medical school teachers^ , 
and. investigators who foj^ the National Board itest committees, 
• It*is they who "decide on the thrust and content of those 
examinatio^ns . > '"^ . 



Participant ; Dr. Cbert suggested the desirability of -giving^^^^ ^ 
an M.D. degree to an essentially und.if ferentiated blast cell* '~ 
. that would dirferentiate after graduation.^ Tijis may be^ «^ 
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desirable but it/^SSc31^sVhe strong pressures and intra=^ 

institutional competition fbgr time and^ attention to three- 

different career possibilities; the clinical practitioner, 
the laboratory^ research worker, and the clinical investigator. 
1 wonder if the .panelists might comment on the balance amorlcr 
thes'e three objectives m undergraduate medical education asf 
it now exists and as it jnight be in the future, ^ . 



Dr, "Schulman ; '^ere is no fixed formula. Students should 
.have during medical school the time,»as well as *the super- 
vision/ to become involved in all of these thing3'.' If th^ 
^ curriculum is so filled with required activities tl^t the 

student has no time to_ Spare, that student will never learn 
about the principTe*, the philosophy, the techniq\ies , -or the ' 
value, of research or of clinical investigation. I believe 
^ not^every stiSent should do research*, but the curriculum 
^ if # ^l^o^ld^aJlow^op^Oj^tuij^ties for stu^ei;its who ^become mteres^^d. 
. f po rest^this way of lijEe. I cannot identify a balance m tl^e^ 
undergraduate years between research and patient care, ^ 
think perhaps the blast cell idea goes a. little too /far^.^^ We 
' are ^seeing Some tracking and earlier differentiation tljan 

exiajted before, but I have great concern about ^requiring 
Selection of a track before students have had the opj5ortunity 
to decide which track they actually prefer. <.v' ^ 

' - J . ■ 

Dr . .Eber t ; I would agree ess^a^tdally with what tJr .^^Qhulman 
'said. There should be- many opport;unities*provided , and this 
is one of the reasons for Spme elective time,** Unfortunately, 
when you make everything el^tive, most medical students wil^ 
demise the most rigj.d kind of cutr j.cti-lum because,^h$y do not 
want to miss anything . i - 



Participant : Does the nanei know jof any country that has 
solved the problem of ma'^-diatribution of phys:jcians m any 
l^ffe^manent** way except thripugh coercive methods or tmancTra^* 
incentives? ^ i ^ - ^ f * ; 

Dr.-' Ebert ; ^ I attended an internatiorial conference^ about 2 
years ago m which there were representatives fi?om the^Onited. 
~ States , ^Canada , Australia , Great Britain, France, Poland , 
Yugoslavia, Russia, €he Scandinavian countries, and others » 
AIL reported ma;)or problems m the distribution of care and 
particularly in xfettmg physicians into rural ar e^s . And^ so 
the answer is really "no," wi^th the possible exception .c?^ 
China.' 

^ Dr . Schulman : In speaking with a senior officet of the health 
system^ of C|:iina, I discovered that he, to<5, is beginning to 
feel concerned about China's ability to -mamtam the present 
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systW of %^uitableMistri^tion. As young jseople becom^ 
more aggreasively* indepeKaent/ it becomes harder to get them 
to go where .the society thinks ^they ought to go/ And that 
.can ttouble us here as well because even if we require grad- 
uates to ^o to uriderseatfVed areas, how long will they' stay 
there', hqw angry wilt they be at having had^ to, do )rt, and 
how will that influence the kind 'if care they will provide?y 
I worry about* bribery and coercion as toSls to alter .distrif 
butiori because in the end the patient may suffer. 
« 

Dr> Chase ; Our educational system has now generated a large 
^number of stpdents who have' opted for training in primary 
care. My concer^ is who wip.1 be responsible for keeping 
them in primary care 'and keeping thfem ip underserved areas. 
For this reason I think the'^tncentives have to be -changed. 
' • I ^ . • " ' ' ' ' * - . / * 

participarttV The paneL has discussed the attempts to adap^ 
curriculum to changing needs, but has there really been 4py 
fundamental change' in the content of undieirgraduat^ "^e<Ji<^^|^ 
education? Mfe(Jiicine is sti^ll being taught as^ a compendium 
/of specialties-r- is it not?' If xth^s is the case, can we 

really: e^^pect an endufii^g commitment ta the general kind of 
^ practice that we think more medical students .should x:hoose 
if* every aspect df ^their educatipn from th^ ^.earning of -'^ 
pathophysiology to "the rdle models, to the otganization of 
the school, ^ is a -synthesis of specialties? ^ . 

. . • ' .y, ' . 

- Dr.' Sc'hulman ; You have posed ^t ^least two questions. 
•cerninq the organization of"* teaching , I agree -that medicine- 

/i% still'' being taught- as' a .group of separate Specialties. * 
However, as far as content is^concerned, there is clear evi- 
d^nte of significa,nt change. If you 'look at the National 
Board examinations' or textbooks of miedicine of^ 10 years ago 
and to^iay, the^changa is dramatic but I am not sure that that 
add)resses t;he issue. • • ^, ^ 

' ' . • - _ ' 

Participant ; ^Does the content change^ref lect the chan^^ of 
the science of medicine? * • . 

Dr. Schulman ; Yesf it does by and larg6. but^I t^hink, there 
has also been cohter^t change m other w^uys. For example 
even though taught as a series of specialties, what is taught 
within each speoiaJt;:y is cons tahtly^phanging?^and the.' greatest 
changes are takdog place withiti the so-called primary care 
• specialties. , * • 

Dr\ Ebert ; I wo\ild lijce to comment on the preclinical yeatS. 
It does seem curious^ In* a time when biological sciences are 
undergoing rapid advances f that we should cut bgpk on> the 
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amount of time' devoted to them. Thfs^maij be^uch more ♦ 
ijnportant than the time devoted tt> clinical instruction 
during medical school because there is a long period of 
further 'education in that area. ^ 

One more word. Let-'s be honest. Medical teaching 
. ,ia becoming more 'and iwore ^subdivided as people l?e come 'more 
■ spiecialized , There e^^^, far example/ no longer many good 
models in general i,ntern^ medicine, the subdisc^iplines 
seepi to proliterate at a tremendous rate and ^ch now?jopt^ 
for a c^tificate of special competence ^ Each one also 
sets u^ a special teaching program and medical stAadeats 
get thrust ifito each for very short periods.. Levittir's 
tracking studj^ showed t^Vat among those in the class of. i960 
vtpo were certified m internal mpdicme, 38 percent of thenj 
went for subcertif ication m some area; irt tne class of 
1968, the .computable group was 55 percent. If we look ^ • 
aheAd, 'among ^hose. who alfe^ady hold their Boards in medi- 
cine, 70 percent are' opting^ for s'ubspecialty certif ica^^i^n . 
t* I find nothing wrong with speci^iliza^txbn but 4 do hayje'*^ 
^re^t f^ars<,aboi^t the impact of^certif ication In ea^^h of,^ 
, tKese special 'subdiscipli-nes . ^ * \ ' ' 

Participant : I understand your views about offering rewards 
for teaching, but what if most staff are full-time physi- 
. cians but paf t-time faculty members wl^o are really not ' « 
inte^;;estedw'irt achieving tenure or any of the other usual 
faculty 'rewards . H<3W do you get them to take part in cur- 
**riculum evaluation or the 'evaluation of ^^f^ir teaching.? ' 

*Dr . Eber,t ; ' First of all, I must ^cfy' that medical schools 
. have hot done very well m evaluating the teaching ability 
of their fqll-time faculty, quite aside from their part- 
time f-aculjty. P(3r the most part, faculty ar^e judged on the 

A basis of their .research productivity*. If I were to estimate* 
the level of concern about teaching at Harva?Q University^ I. 
would rank the law schqoX and the business school firSt, the 
faculty bf Arts aijtd • Sciences at the. undergraduate level, next, 

- and then ^perhaps the medical school. The lowest m rank 

would be, the graduate programs. I do think there is a grfeat ; 
deal we can learn ^can those who really^ Have dev^oted a' sigr 
nificant amount of their* time to the evaluation of teaching 
and the mechanisms^ for rewarding excellence. - » 

Dr. Schulman ; But the question was also. What do you do if 
a »m^apority of the -faculty are part-vtime people in practice 
who are not interested J.n teaching? Now €he issue Is, Why ' 
\ should 'they be in. a medical school? But even the desire td- 
^^^each may not. automatically inake them good teachers* 

■ ' ' ' ■ ■ . ■' > 
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Dr > Ebert ; Well, I must sAy that our ^ experienced are about 
* the Tevers^ of that>-because ourJpart-time teachers probably . ^ 
do as much teaching, as any on|. ' 

Df> Schuln\an ; Please don't mi sunder sjflnd me. I ,do nbt mean ^ 
to imp ly"^ that t|ie physician, in practice who teaches part time can- 
not mak^ an iinport^nt contribution to medical education-r^ What 
was ^described here w^s a situation in which a group of prac- 
titioners wa*s assignjed a substantial x^ole for me,dical edu- 
cation was reluctant to carry it out. That is'a danger- 
ous situation. , 

Payticipant ; ^Two indictments have* been leveled at curriculum 
design in medical schools: first^, that thfe process q^fi^JJu- ^ 
eating rne'dical students «tends to make them -disease rather y 
' than-patient oriented; second,^ that tjie clinical exjerienge^ 

♦ is a model of cross-sectional^ and .epi^odicj. xather than cpr^pre- 

- .hensivei^^and continuing mldiC^ajckce*'! I |^rv^er^'£f atiy bfi ^|:he^ ?^-| 
*'"^ane-lis^s, would respond So thfose^ two criticisms. 

Dr. Ebert : Let me answer the second part first* X think, it 
is difficult to offer anything but an episodic cXinical ex- 
perience as a simple mattejf of effiqiency. It is hard to 
♦ provide continuity because the periods are brief and priority 
is given to varied ^perience. The most effectriye way to 
accomplish ^1:his is^J? the hospital whi^Js -alsp^ a^much more 
controlled environment. I think- the greater indictment should ^ 
be addressed to the residency years which remain episodic anii' 
oriented to acute problems.^ tie'arly^ that- could, and should, ^ 

• ^be cffanged. , ^ \ / < 



Dr> Sctiulman : I agr.ee with- t)ean Ebert that although ^the 
hodpitf^l as a* base for training i^ay not be a^ropriate in* 
;5ome respects, it has splscial value at ^Jiat^stage in the stu-- 
_ dent' s;v education when th^re, i^. a, need for time, to * thinks 

This time is usually un^available m an ambi^latory setting. 
.The hospitalized bed patient allows the student "to learn many 
*of the things we have talked about:: How do you use a- team, 
who..are all these people' who deal with patients, and what do 
they do for *a , living? I^'also pi^ovides time to go to the 
library, to come back, and discuss the JiJfobl6m, with staff. . 
^ At that point m the student's education timt is very impor- ' 

tan»t.; When you put an 'undergraduate medical student Into an 
ambulatory setting/ you may destroy the very things the 
\ student IS there to see: Patient grare becomes inefficient, 
the patient waits toa long, and the student begins to' learn 
an impersonal, high-cost care metltbd which is absolutely 
opposite to what an ambulatory setting is supposed, to b8S : 
7 Later on, during the residency years ,* we -caji focus upon con- 
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tinuity, econdmips, efficiency, and the doctor-patient rela- 
.tions'hip ih an*amJk>ulatory setting. 



Dr, Chase ; I would respond to that in another wiy. We must 
'spend more time listening to students. They are often 
critical of the way acuity manage patients as people, not 
^''so much the way ,they manage diseases, I think we need not 
worry too much about not teaching studeats concera f<^ pa- 
tieiTts, but we must listen more" g^arefuy.y to makp certain we 
are not doing .anything that destroys such concern ,> 
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Backcfrolind Paper ^ 

r 

, 3.. THE PROBLEM 0^ COST 



• To grapple with the extraordinarily complex problem of * 
cost, one may fitid, it helpful to begin by noting that Tn 
1972 this .Nation invested about 7 percent of the $1,152 , 
billion gro^^s national pro^uc,t*in all of education; 2,7 per- 
cent, or approximately $21 billion, in higher red uoatfon , Of 
this ^amount $3,1 billion went to education for eight health 
professions (medicine nursing, dentistry, -pharmacy , oste- 
opathy, podiatry, optometry, ?nd veterinary ipedicSneK 
Approximately $2 billion, or 63 percent of this tptal^, was 
designatedyf or medicine," More than h'^lf of thes^ dollars 
wSre derived from grants and contracts awarded for specific 
purposes^ . This ifie ant 'that less than 50^ perce;it was allo- 
cated t<b general operating support. Well over one-thir3 of * 
this ainourft .came • from State and local government appropri- / 
atioris. The second Icurgest source (about 16 percent) * ^ «> 

represented recovery, qf indirect costs of sponsored programs. 
Third (just under 1> percent but growing rapidly), was med- 
ical school revenue fr<Sn .prof essibnal f^es (medical service ^ 
, plans) , Only 10 percent of the general operating costs were ' 
derived from tuition and educational prograh fees, Sijice 63 
percent the total expenditure's and 45 percent of the 
operating budgets were derived from Federal, State and local 
governmental sources, it is clear that taxpayers provided ■* 
the major support fot medical schools whether public or* 
private , , * ^ * « . ^ 

* ■ 4 . - 

The question 'that plagues those wKo at\:empt to under- 
stand the implications of thfse figures is 'how t<5 allocate ^ 
costs within ,the expenditures, Mt is generally agreed, for % 
example, that the direct cost <bf instruction jr6presents only * 
a pai;t of the real cost of educating health_prof essionals.; 
Faculty members, whose salaries make up^the .largest part K>f ^ 
the educational cost, not only engage' in ^he tasks of teach- 
ing' (direct instruction; teaching preparation; and curricu\ ...S^ 
lum, instructional, and evaluation materials* development) , , 
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but areo prqvide patient care whixrh is essential to the edu- 
cational program, engage in research that enriches their own 
capacity to teach as well as the substance of their instruc- . 
tion, and take part in general activities that support the 
educational enterprise (administration, community service, 
professriorial development, and writrng) , They also do some ^ 
of those things as part of the broader mission of the med- 
ical school, independent of the contribution to a basic ^ 
educational program, ^n attempting to allocate costs an 
arbitrary but generally apcepted convention is that basic 
fcienqe department"^ faculty^members should, in fulfillment of 
their educational responsibilities, give 3 5^ percent time to 

• direct instruction, 40 percent to research, and 25 percent 

to other supporting , administrative, scholarly, and professional 
activities. In clinical departments / 35 percent of faculty 
time should go to instruction, 25 percent to clin-ical work, 
15 percent to research, "and 25 percent to the other kinds of 
activities which^are essential to «ducati,on. Using the 
actual ampunt of timQ individual teachers give, to the direct 
instructional task, one can then prorate the cost of the 
other activities ^hich support that educatidrral-lmission. - 

• \ • 

' Bas^d upon such' calculations , two recent studies of a 
representative sample of medical schools have produced quite 
"different cost figures. The Association of American Medical 
Colleges Study Committee concluded that the annual cost per 
medical student ranged from '$16,000 to .$2^,000. The iRsti- 
" tute of Medicine ;;e>f the ^National Acadeijiy of Sciences foQ«d 
the av^erage annual 'cast per student to be $12,650 with a 
range from $6t^00 to $18,650. When broken down, the latter 
, average figiiire yielded $7,650 for instruction; $3,250 for 
jT^search; and^ $1,750 for patitht care required to^support 
the educational program. By contrast, the average annual 
cost in d^n^istry was $9,05o'^fof which approximately $8,500 

♦ > represented instructional cost); in dijJloma nursing programs, 

it was $3,300 per studen't per year ; -and' for baccalaureate 
degree nursing programs, it was $2,500 per Student per year. 

Salaries represent the JLa^gest single cost^ itein^in 
medical school budgets (faculty alone^account ^or « percent 
of that cpst)^. The average number pf ^.ull-t^ime-equivalent 
faculty members per medical school is 366 (with 4 range of . 
217 to 66^) which provides an average*, faculty- to- student 
ratio of -1:173 (and^a range oM:0.9 to 1:2.7). T^fe average 
time given by each teacher to th^ instr.uctional program was'- 

* ,18 percent (with a range of 13 percent, to 30 percent). In 

imny medical sfcho^zfTrVsubstantial number of t^eachers are 
nonsalaried volvfhteers>^ They thus appear m ^ttre-tf^tios but 
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, •> 
not in the dollar amount*. However, they must receive suf- 
ficient financial suppdr,t through the private practice of 
medicine to make this voluntary effort possible. 

Overall/ medical school education represents only a 
part of the cost of educating a. physician. Internship and 
residency constitute an equal .time investment for students 
and may involve an. even greater financial investment- for 
society, although exact data are even more difficult to ob- 
> tain than ^or the medical** school portion of the educational 
progreim. To get some idea of the magnitude of that gost, 
there were last year nearly 50,000 interns and residents 
in American, hospitals. Their average stipend was'approxi- 
mately $11,000 (up from $3,900 in 1965). Thus this portion 
of the cost for graduate education of ph^^sicians aunoi*nted 
to roughly $550 "million . However, these house officers 
render important patient care wh'ich ccUinot legitimately be 
charged to education (although education is said to be the 
.primary reason for internship and residency programs) . TiTe 
Institute of Medicine has estimated that 533 percent 6f the 
average 58-hour work week is spent by these trainees 'in 
improving t'heir^own skills as physicians, i.e., in their 
education. Essentiallysall of these costs are presently 
borne by patients (or third-party insujcance carriers^ since 
there is no tuition charge for this important phas^ of the 
physician ^s, training. • 

paving completed basic and^graduate study of medicine, 
every physician is expected to engage in a lifelong program 
of continued learning. It is virtually impossible to esti- 
mate the cost of this effort Either to the individuai^i ^ ^ 
^practitioner or to society. •> " 

The cost of education to J^he individual student is * 
quite large, even though tuition and fees amount to only 4l 
^perceftt of the average medical schoQl budget. The average 
■^tuition in a public medical school is $798 per year for resi- 
. dents and $l,fr39 for nonresidents; the comparable tuition fee 
in private medical schools is $2,463 annually. While* these 
dir^ect expenses are the only contribution students maTce to 
medical school operational costs, they represent only a small' 
part of the^otal educational cost to the individual. The 
total annual cost is now ih excess of $5,000 for single stu- 
•dents and $7,500 for those who are married (now a maj^jrity of 
the student population) . An even larger component of cost to 
. a student" is the lost income over a 6- to 10-year periiod of ^ 
-^postbacca laureate education. This substantietl outlay of 
money, coupled with limit^^d , income over a prolonged period, 
explains why medical students end their ^training with an 
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' average •indebtednes's of between $6,000 and $8,tf00; more than 
25 percent are faced by repayment of loans exceeding $15,000. 

' ' ' Although an exact accounting still eludes us, tfiere is 
no 'question that the cost of educating a physician is high 
both in- absolute terms and relative to other health prof es- 

. sion^.O It is^also evident that those, who receive fhis 
" education par only a limited portion of the cost. This fact 

is-g«to«lly justified in terms of the unique service jyhich 
"physicians t>rovide, one which merits substantial training 
subsidy. Nevertheless, with increasing recognition of other 
important needs which society must support and growing ques- 
tions about whether such .expeS^sive training is necessary to 
prepard practitioners for the health services in greatest i . 
ddnand, the educational practices of medical schpols and 
teaching hospitals ^re being challenged with respect to cost 
effectiveness and cost benefit. And within universities, 
which are working under , growing fiscal constraints, the high 
''costs of medical schools, in relation to those, of other uni- 
versity divisions, are being subjected to increasingly 
critical scrutiny by both internal and external reviewers^. . 

In ^ the face of th4se issues, the symposium panel n'eeds 
to consider four questions: 

#In the competition for limited public and 

private funds can the 'present costs of medical. 
^ \ education be reduced? And it sj^ by what^ * 

means? 

^ ' - •Does medical 'school ed%Jcation .still deserve 

* such substantial subsidy throi^h federal, 

J ' Stat^, and local sources? 

^'should graduate medical education continue 
to be subsidized by' patient care funds? ' 

•should physicians pay a greater (or lesser) 
par^ of the costs of th^ir education? 
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THE PROBLEM OF COST 



Stanley S. Bergen, Jr., M.D. 



Introduction 

Why Ts tohe 'cost of medical education so high? Does it 
'have. to be so/ high? Could it be lower? These are Questions \ 
^often posed by the sources of support for our^medical schools./ 
Federal, State^ and loQal'' governments want an answer, because/7 
their con^ituents, t^e '^taxpayers and purchasers of health // 
^.servi'ces, perceive that an element in the escalating cost of / 
health c^re is the high cost of medical education. ^IStudents/, 
• pcucents/, and the pixblic want! to know the answer to wh^ the ' 
cost i^,so high. It is the responsibility of medical educa- 
tors to resptpnd tp these questions with clear • answers and to 
of feif guidance to ensure continuiilg adequate-^ support of T 
roedj;cal education. - - 

The ^oblem of cost, therefore, becomes one of. identi- 
^ing the elements of cost and putting these elements in 
perspective for our supporters. This is na easy task/ and 
higher^ education administration^ has provided few guidelines. « 
We must first examine the existing sources of cost informa- 
tiQn^_^jna.ke_ comparJ.spns of .those costs in* various settings^ 
and determine 'the* ^lementsf'^^^entiai to the total cost7 flnce 
this hag been accomplished, we^ should have a better perspective 
as to the's levels of cost and should be .better able to answer 
the questions. Is the cost too high? If so, can it be ^ 
reduced? 

Both' the Association o^ American Medical Colleges ^AAMC) 
in 1973 *and tfc Institute of Medicine in 1974 ha:ve attempted , ' 
to deal with ^t he problan of cost allocation. Bot^^epogjiize 

. ' " ' 

♦Prepared in coll4boration with Meredith A,. Gonyea\ Dii;.ector 
,of Institutional Research, College of Medicine and Dentistry 
of New Jersey, ^ ' * 
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the faat that medi<?al education is a complex intertv/ining of 
multiple missions of instruction,, research, and pubMc serv- 



ice. 



, J The- AAMC 'approach comes closer to dealing with the 
major sp*irce of cost: faculty salaries and the activities 
related '"to* that cost. Faculty members not only ' instruct 
undergraduates, but also train house officers, mohitor gradu- 
ate students, and contribute to nurse and allied-health 
educatiohr' while performing patient care and/or clTnica^ and 
basic research. Crucial to the entire system is the willing- 
ness of faculty members ^o loe involved in these activities 
and the costs that result from^thes^ educational products.' 

■ We must make 'efforts to reduce the cost of medical Va- 
cation 'to achieve a more cost-effective .educational process, 
I believe such ends can be reached, if only by reallocation 
and identification of products. Part of the challenge is to 
identify accurately t^ose costs that are truly educational or 
instrufctional and even within this* category , to clearly deline- 
ate t^se costs tliat pertain to medical students graduate 
students, housestaff , 'and other health education professionals. 
Research, public service, and Ijealth care components must be 
separately noted and funded as a commitment of society based 
upon iieed and demar>^ for each component. _ Within instructional 
cost centers we must be constantly aw^re of the need to be 
accountable for better utilization of our resources through 
joint programs, regionalization of health services, and educa- 
vtional efforts that im~prove productivity. The utilizaM:ion of 
>oint -departments such as has bepn developed in the basic 
Science disciplines at the University of Illinois V .Michigan 
State University should be considered by Other educational 
institutions. ^ 

The E lements of Cost , /" 

v; ' 

The Institute of Medicine (lOM) figures may be more 
attractive because they are> lower and thus more acceptable to 

• certain' constituencies; however, the medical «ducator will be 
inclined to consider thte AAMC results a§ "more reala^trc. Each 
format represents one perception of the qost of undergraduate 

' medical education. 

' ' In Figure 1 we ex'am'ine the lOM and AAMC education costs 

with an adjustment for inflation. We find a range of approx- 
imately $10^000 tp $30,000 per year p.er student with an aver- 
age annual cost of $20,000. There is. no question that such 
leveLs ^re high when compared to general university costs per 
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student. However, one must relate this cost lo> the^missions « 
that a medical school is intended to fulfil J. 

For many years the AMA and MMC have been 'providing a 
report on m'fedical schools' financial support by source in 
their annuii report on medical education. 

Figtfire 2 presents a cost»per student comparison from 
AAMC data (1976)* delineating ,the total expenditures as frecorded 
by the medical. schools, based upon the total teaching responsi- 
bility of the faculty. Also presented is a cost per student? 
analysis of educational expenditures, using the lOM-type 
formula. There are significant' public versus private differ- 
entia^ i and«r eg ional effects. If one*^ompares the avera'ge , 
cost per ^t^ude^nt per year for an undergraduate biology major 
of $3,000 w\th the annual cost per medical student there is 
an obvious and marked difference. If we were to add m all 
the elements not pjresently accounted ,for, such as volunteer 
faculty and hospital costs, the differexice would be even 
greater. | 

^ The 'sources of cost related to'medical school expen<^- 
tures ar6^-associated with the three basic missions of instruc- 
tion, research, and public service. Traditionally, instruction 
expenditures are accounted for as the ongoing operating pro- 
gram, which^'is usually divided into four**major categories: 
1) faculty^sa lanes, 2) support personnel, 3) direct Expenses 
for suppljfes and equipment, ^nd 4) indirect expenses of- 
general administration. The largest portion qf the*opferati^ 
program expenditures, ^or faculty salaries, averages 40 to'^50 
percent of the totals 

The measure most often used as a test m this area is'the 
•student-faculty ratio. When expressed as a ratio of under- 
•graduate medical students to full-time equivalent faculty, th^e 
number has averaged approximately 1.5 to 1 for the past 5' 
years. However , ' this value doe^not take into considejration 
other students taught by the fa"l€y. When total teaching 
responsibility is considered, the ratio becomes- 3,5 student_s> 
to 1 faculty member. The perceptions have been that the lower 
• the number the higher the quality, or the t^igher th'e number 
the greater the efficiency — unf ortuRately neither, may be , 
accurate. 

ffrUdent-f acuity measures 'dc> not speak to the quejstion 
of the critical ma'ss of faculty of various basic and clinical 
types necessary to provide minilnal instruction r^egardless of 
number of students taught. Thus ,far,, no' one has been able to 
identify the critical mass and hence determine the total ' * 
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Figure 1. undcrgraduata itodicid Education Costs. ^ 
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Figure^?. ^^eAlcal School Financing: Cost Per Student 1974-75, 
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faculty neea« of an.i'deal institution. ' Toomuch has been and' 
still is left to faculty whim and power-br^ering by strong 
-departments and their demands for resources. ^^^^ _ 

The research expenditures of* the medical school, as 
"well as the major Federal fumiing of special service grants, 
are designated' as sponsor e^rogr am? and' are recorded as such 
in the account^. The patient-cafe expenditures a*e °ften 
accounted fo^ separately iji the financial statements of t^^r 
ing hospitals and affiliate hospitals, or, m the case ot 
volunt&er faculty » 'in their private-practice accounts. Factors 
such as -ownership and cooperative arrangements between med.i^al 
schools and hospitals, therefpre", have great impact upon total 
cost. ' The, formation of a separate corporation for the teaching 
hosBitaii-Staie-Dwnership, or voluntary sponsorship can obscui;,e 
the real cost of such an activity compared with a single finan- 
cial accounting of all costs under unit direction. ' 

- Injmany ways we are victims of an historical accounting 
system which was developed primarily to transact business in . 
an orderly manner. , We are now asking that system to provide us 
with cost-analysis inf ormatioji . The, systera^as not designed to 
p-ovide si«:h data, 'and thus the problem of cost iden*f icaticn 
confronts us. The medical administrator must \^ev^se new 
methods for' analyzing costs and theiVbenef its so that cost 
/fenters relate to, the multiple missiohs. of a school. . 

- ' \ ■ - , - - 

e control of Costs •,' « 

v,)>sts of medical education can be reduced by more effec- ' 
tive umization of resources, such as maximizing. studprt> 
enrollments within facilities," but primarily by unders^nding • 
•faculty activities and utilizing them efficiently. TheW are 
'mechan^^ms by which we can reach such goals., but 
identify the missions of a medical school and properly idlrtitify 
casts, responsibility' for support, and acceptance bf that ■\ 
responsibility as a commitment of society. N 

" Table 3 presents a constructed cost view, prepared from 

-rOM and.AAMC da-ta of the range, of activities of full-time faculty 
members engaged in eSucation at a multimission institution , 
Note that to oj^tain a value'^or direct-contact teaching time. . 
£r undergraduate medical sttde„ts , fuU-t-ime faculty activities 
such as graduate, instruction, preparation time, research, 
patient care, professional de^velopment, and so forth m.ust be _ 
allocated and supported. When a ,school emplo4's P^-^t-time 
faculty usually it pays for direct-contact teaching _alone . 
•'Sugh the-other activities 'ax>e considered necessary., they _ 
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Table 3. Olstrlhiitioh of Activities for/ull-tlme Faculty In a Multimlsslon Institution. 
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CLINICAL SCIENCE FACULTY MEMBER 



* ' ■ ■ ■ m 

are not represented as direct liabilities of the school *Si!i> 
teaching programs DeteiMninmg the proper ,mix of full-time <' 
and part-time faculty to support the defined missiops of an 
' institution are j^r^ticar decisions that affect cost. It 

thentbicomee a question for a larger group such as society . ^ 

to decide the*^ f ull costs and benefits of medical education 
and to balance thesd costs against other priorities. 

One way to approach the problem is to use the existing ' 
1 data for .general Comparison purposes. For example, the aver- 
age medical school expenditure per student is^ approxiinately 
$25,000 per year. If a school is spending far less in one 
category, it may well have decided to defer a ma;] or objective 
because of insufficient funds. Contrary to popular beliefs, 
f the relatively small numbers of students .in health professions 

programs clo ,not lei^d themselves to economies bf'scale.^ This ^ 
mean6 *that the least costly ^programs are not necessar4iy the 
most efficient. . \ ^ . 

^ Missions Related ;to. cGst < . • ♦ ^ - 

Once one has determined a reasonable cost ^f or medical 
school expenditures, it must be ascertained that this repre- 
sents the full cost of the, total program. To deal 'wit^h this ^ • 
^question, medical educators ^must describe more precisely the 
multiple missions^ of health s-cience\centers and the^ir inter- ^ 
actions with their community environiAeVits . Duplj-catipn must 
be avoided where passible. The age "me, "too," must be put > 
• behind us if alternate methods of providing the services 'ot 
the educational experienee can be obtained from other sources ^ 
Once this is accomplished, apportionment of expenditures from 
multiple accounting source^ can be made. At the present time 
we have bits and pieces but real" picture of -the whole. A 
note of caution: When one peHorms this kind of analyses, y.^ 
^ one must be prepared to justify minions of instruction, 

research', and public service on their merits alone, rather ^ 
' * . than hiding, J:hem under the blanket of education. We m\ist all 
be-awSire that there , is potentially high risk involved in such 
^ 'definition of missions* and co^ts*. 

^ ' . : . 

V *, ReSponsitfility' for *Support • r _ * 

V ' #• ' ^ . * . ^ . 

Who should pay? Table 4 displays a percent tot^al 'sup- 

- '^port analy^>.s by source within the program type for" all 

medical schools, divided as to public, or private> for the 

fiscal year 1975, as recorded in medical schools* accounts. 

' /The table s^^ows thajb: 1) Federal funds support more than 40 
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percent pf total expenditures for all medical schools. ^) 
' ^ State, appropriations support mdre than 30 percent of total 
^ expenditures in public schools. 3) Tuition and fees support 
less than 10 .percent of expenditures in public and private 
scHooli. ' . % ^ 



Table 5 prggents data on the sources of support for 
university- owned teaching hospitals where major house officer 
edi 

(Journal 



;ilVcr Si tyUWilcU UCa^^ilXii^ rtii^A.^ 

iuc^tion and"patient care activity expenditures are recorded 
Journal of Medical Educatiort 1976) . ' 



Hospitals with State funding receive appropriations 
, representing more th^n 20 percent of ^their .total income. 
Third-party payers and the Federal Gd^vpiaanent are the other 
major* contributors.- In honstage-f unded ujjiiversity teaching 
ho^pi-tals, third-party payers ^nd the Federal Government j^J- 
vide the primary' support^. * ^ 

' *A review of the data presented in Tables' 4 and 5 ind'i- . 
. cates the 'following: 



#The principal contributors to -the instruc- 
tional mission operating budgets of m^ical ^ 
schools are State governments, privat/ 
philanthrppy , the ^FederaJL Government ,^ and ^ 
students^ ^ , 

#The pfincip'al contributor to research and^ • 
sponsored public service missions is the 
> ^ Federal Government. . ^ ' ' ; 

#The principal contributors to the patient> 
care mission recorded in teaching hospitals^ 
^ are the State governments and third-p5rty^ 
payers . ' . * * , ^ 



educat 



It 



^The responsibility for -supporting the cbst of*me<^ifcal 

ation in the past has bpfen' sh^re^ by .several parties. 

/appears that decreases in^ support& of >one ^mission are the * 
result of incre'ases in su^^^^-of ♦a;idther mission, or ;nay 
require .such .an increase to assure solvency. If any one sup- 
porter is eliminated, i4:s„ share tpxtst be assumed by the others. 
Shared responsibility appears to be^an .ac'cepted principle. 

A maior problem with the shared r^^onsibility concept 
' as it now exists is *tt)iat each supporter. perceiives itself as 
deaii^ig* primarily" with one mission of medical education-while 
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Table 5, UnivewityKX^ned Teaching Hospitals* Soutce of. Support. ' 
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in fact it is supporting portions of multiple missions. 
Therefore, individual perceptions are limited to the segment 
with which each is de'ialing. -This causes ^n emphasis to be ' 
* placed on parts of the cost, rather than' attention directed 
tovard an economy of the^whojle. Several points seem evident^. 
First, the cost of medical education is high and will con- 
tinue ta be high even in its most cost-effective state. 
Seqond, the benefits deriv*ed from the multiple itvissions of 
medical education when explicitly identified at least balance 
the costs if not. ouTweigh them. Third, when in proper cost- 
benefit balance, the full cost of education deserves support. 
Last, the responsibility for supporting the cost of medical 
education should be shared by the beneficiaries in direct 
proportion to the benefits accrued. c& 

Society must decide how much research and service it 
wishes to obtain from our medical schools and openly accept 
and support these efforts. ^ " ' 

' Jheae^afe .long-term goals; however, L,should like to 



suggest S^e immediate steps which me444^ educators should 
be taking withirC'each S.ns"titution . We mu'st: 1) examine all 
sources of funding, with proper accounting of these sources 
and identification of what is the intended purchase^ and prod- 
uct; '2) identify clearly *the multiple' missions of -a. medical " 
school with specific *al location of all costs to cost centers 
such cis undergraduate, graduate, and houses taff education., ^ 
patient care, resfi^rcK'^and so on;, and 3) seek societal con- 
currence and national commitment to ident^y clearly ^eind to 
accept jg^ese missions so as .not tb include such other elements 
-as the^nnual per-student educational cost. Each supporter 
Aust "be able to identify ^roducts^, and missions fulfilled. 

With the need for greater accountability, and with the 
great interest in and criticism of the cost of health care 
and medical edacatioji, it is incumbent upon all medical 
administtators to assure the ^public that each element is 
defined specifically so that supporters can identify thei^ 
contributions, what they purchase, what pr^oducts are obtained,' 
and whftt missions are fulfilled. . 

Mcdica.l 'schools and other institutions involved in the 
educati^iT of health prof essioijals ^ust be subsidized by public 
funds as a commitment of society to support this national ^ 
resource. Unfortunately^ I believe that the future will bring 
diroin^ishing Federal support now that the goal of increasing, 
the number of available physicians apparen^Oj^ras been, ful- * , 
filled by the financial stimulus. We must balance the 
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vcontribution of public dollars against the concept of govern- 
mantal control and mandatory service/ if oCNf future physicians 
expect continued freedom of choice and .flexibility with 
respect to location, specialty, and- type- of practice^ Future 
subsidies probably will be tied "to service and other^-restric** 
ti9ns eaid/pr reguiremenjts despite the Carnegie Cominission ' s 
(1976) ca^^jL tor "a ^stable^base" to be protrided to the schools. 
While one' can argu^^derfnitely the phildsophical aspects of 
such a choice, the only available options to^ public, subsidies 
.eu:e the following: 



• Greater .private contributions— a difficMlt 
pursuit in today's environmei^E'. • 

L I* 

• Greater economies, which, while possible, 
•are limited. " ' 

#Si/abie contri'b\|tions from clinical faculty 
prac'tice . 

• Greater student or patoent- con^rilJution . : 



,;rhe patient, much like the public sources, has becom^ 
increasingly resistant to the support of medicai educatio 
as a cost of health care. In many cases we are consixJeri 
the same public dollars that provide capitation grants. 
Thife' competition for a share of Federal health qar^ resources 
will intensify. Wit^h the current attacks on healtK care 
costs', suggested limits for medicaid 2^hd medicare reimburse- 
ment, hospital rate review, and certificate of need programs, 
I fear that a vulnerable area may be the component of ^ the per 
dieml rate allocated to medical education.' The insurance 
compknieS/ union welfare .funds, and employee benefit flans, " 
themselves under pressure for economies, will look to^ thj.s 
area las a possible point of cost reduction, broade;: base 
from either State tax dollars or^^increas^d tuitions seems to 
be Che only available] alternate source of support. 



While I believe most would agree that aHSedical School 
education has been a bargain for many years.^ there are those 
who advocate completely free medical education. Such an 
educational system would be accompanied by the correlate of 
long-term obligations%o-»^the State. The issue of increased 

'tuition payments is a complex probloii which includes such 
variables as: 1) student commitment, 2) supply and d^r^and, 
3) future earnings- potential , 4) free .enterprise, and^ the 

^ right of. the purchaser to h^ve a greater voice in d^ermining 
the product. f 
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Physicians, do earn. great economic rewards but, as Dr. 

^ Reinhardt <1976) ha^ recently observed, so do many others; 

^'and thia income occurs at the 8ther end of one's career. 
* Dr. Reinbardt notes that physicians' income represents/only 
12 percent of the total of all health care costs and, based 
on 197 5 -costrs^ a 25 ''percent reduction in these salaries would 
'decr^ease expenditures by only 2.7 percent or ^less than 0.2 . 
percent^ of the GN^^' {gr<iss national pro^uQ,t) . Many students 
-carr^ great economic burdens*, having incurred significant 
debts- frofh undergraduate education. Each year of medical 
school becomes more costly for basic maintenance, and the 
total cost bui^en, including tuition, carried^ by the stu- 
<ient will increase in the future. These ^igh costs need to ^- 
be carefully balanced against whc^t the student and family 
can reasonably pay.. Moreover, countermeasures should be 
taken to avoid the adverse effects upon total health care 
costs of graduating into practice large groups of practition- 
ers who '-are encumbered by debts so sizable that they feel 
obligated to liquidate them quickly by Uicrh fees and earn- 
ings. In addition, we must be cognizant o^E the service , 
payback programs and long-term debt amortization. 

t In summary, I believe that the previously favored posi- 

tion enjoyed by medical and health profession schools in 
, commanding a large share of public and private resources 
will diminish. Stat^ governments will^ in turn, experience 
greater demands to^ replace Federal ^subsidies and will expect 
accountability by graduates to respond to local and regional 
needs. There ^111 be increased scrutiny of the allocation 
of health care service dollars to education Snd m part 
« these reduced funding sources will^be replaced by iricreaseci 
contributions from students and greater identification of 
ccJst- centered funding for research, patient care, and other 
actijvieies of a school and its faculty. A^e must continue to 
emphasize to Federal, State, local, and private philanthropic 
official^ the* need to fund adequately al3. these functions as 
national and regional resources. The loss of adequate fund- 
ing for even a bi<ie^^ period c^ld have a destructive impact 
upon the health and' physical well-being of our Nation and 
society in general. ^ '^V _ 
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THE PROBLEM OF COST \ 
Roger J. Bulger, ^^D. 



We were asked to ahswer four . questions which can be 

. y summarized briefly as forlowsj 1) Can medical education 

* costs be reduced? 2) Should there be continued Government 

•subsidy at current levels? 3) Should postgraduate years be * 

subsidized by dare dollars? 4) Should M.D.*s pay mote? of 
their education? , , ? - 

But a fifth c^uestion should be added: How difficult, 
• or easy wiH it be to make wholesale changes in the currej^t , 
situation^ * 

For«my part, I find th^se .questions to be second order 
questions, the answers to which^ are to be founded upon mor€ 
basic and fundamental considerations. Re'^lizing that ;such 
a comment may indicate that I have no intention of answe;:ing 
the .four questions directly, let me do so at the outset by 
•indicating that for the time being, my answers are: yes;' 
yes; '^ideaHy, no; and yes. Having said that much, let me 
proceed to what may be the more fundamental concerns* 

- The first observation I might make is that these ques- 
tions are now ideally public policy questions, matters yhich 
involve the put>lic general^ly and which are no longer strictly 
' within the parochial purview of professional educators;, 

scienl^ists, or students — and it, is notewo/thy that no one^ ' 
representing the latter perspective is on our pan^l, ^ - 

Each question essentially concerns values to which there \ 
is no immutAble, obvious, or completely National or correct 
response. In each case, today's right answer may become 
tomorrow's mistake, since any answer to any of these ques- 
tions ia interlocked with prevailing* societal views of health, 
disease, doctors, and the vafious health care establishments, 
* * * • ..... 
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Such matters as the following 'have a strong impact on , - 

societal answers to our four questions:* 

» » < - * *. 

# How much do we value health? 

.# How much is*hiqh technology in health to 
^ be esteemed? How much will we continue to 
invest in artificial parts and dramatic 
<^ individual interv.entions compared to pre- 
ventive 'Measures and mass behavioral ' * 
approaches to changing habits that impact ^ "* 

heaitlf? How effective 'will these mas5 be- 
havioral efforts prove. to be? How successful 

* will we be at controlling health care costs? 
Of what nature will be the public's general 
attitude towar^ science and technology? How 
successful will physicians be at sustaining 

th^r profession's identity, integrity, and « . \ 

* high public image? How soon, -if at all, will, 
* physicians' exalted 'economic standing Con- 
tribute to their decline from the premier 

place in ^^ociety? How successful will -the , 
\prof ession -of medicine be at developing an' 
identity with health -pranotion as distinct , 
from a singular focus dn^ disease? How much 
of the blame for the spiralling health costs 
will the public place' on doctors? • , 

in essence, I 'believe that society , at some point will ' 
say, 8 percent of our GNP is the limit to' spend on health 
care— or 9 ptP^cent — or 10 percent — or 12 percent — or it is 
only worth 6 percent 1^ Moreover, when and where that bound- * 
ary is set will surely affect ^ow much society^will pay for ^ 
the education .of its most visible health professionals. 

*In addition to the value society places upqn ihedicine, 
medical science, its existing practitionei;s , and the, effective- 
ness and efficiency of curreftt health care, oth'er 'fundamental 
societal concerns will impact on our four questions^ such as 
our national drive to equality of^ opportunity . We muSt ask 
whether medical 'education shall X>e open to all deserving citi- 
szens regardless of ^their ability to pay; whether America. still 
holds firmly to the idea of* a university that^ includes the 
institution as a storehouse of Jcnowledge and* talent and infor- 
mation for the b'fenefit 6f ourselves £s_ well As our progeny (and 
I fear for the maintenance of this latter aspect particyrlarly I ) 
whether society want* the S^kte to control all such endeavors^ 
or whether 'it wants the State to be aJjle to exert a* mbderatihg 
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or influential force rather than holding totai, control; aftd 
we must ask how strong 'Our national stance shall temain 
vis-a-vis the. desirability of diversity and heterogeneity . 
Individuality may be sU>ppy and m some ways inefficient and 
uneconomical, but we tend to believe that it ijs generally 
more desirable than one central and nationally ujiifoym way 
of dp^ng things, 

If our f'ederal Government gets too powerful a hold on 
the m'edical educational budget, let no one doubt that its' 
operatives will u^e that hold to make any and all kinds of 
substantive changes they think desirable m the educational 
process. We should be wary of that and we should, I believe 
maintain a healthy respect for diversity. As with research, 
we do not want one sma^Il^grpup of judges to choose the tar- 
gets and decide how all of us wiM attempt to hit them. Let • 
me* turn again to the specific questions ^sed to our panel 
and further develop own answers. 

Of course, educational costs can , be reduced, but o^ie : 
hastens to add that m some institutions the costs probably^ *% 
Should be increased to better provide the elements of. an ade- 
•quate education. First, t education exists ought -to-b^-^efined 
and^ agreement reached as to a single method for measuring 
these costs in all medical schools. I had thought that a 
uniform cost accounting system would ^be the most important 
single Outcome of the lOM study and I still believe that * ' 
medical education* generally would be better off if the educa*- 
tional establishment could ccme to a concensus with the . , 

concerned public and governmental constituencies 6n an appro- * 
.priate cost-finding methodology. I suspect such an attempt, 
wotild meet with resistance because many institutions may be 
afraid of what the impact might be of agreeing to any onfe 
f such method. 

As most medical educators Jcnow, many educational activi^ 
ties are also associated with other activi'^es ,and/or other 
products; thus one can either increase or decrease the imputed 
cost of. education by -assigning more or Ifess o^the jpint 
product costs ^o*reserfch or care •Or servic£ th^ to teaching., 
. ^t. seems clear* that in some institutions, education dollars 
a^e supporting research, while in others researc^h is support- 
ing 'educa' ti on. 

^ 

Obviously, ^the simplest way to cut* costs' in a labor 
intensive activity is to cut personnel. Indeed, the lOM 
^Study jphowed that the major difference between hi^h'and low 
cost medical school^ was in the fa'culty to student ratio. It' 
is my own belief tMt the multiple outputs of medical schools 
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(graduate students^ residents, research, and so on), taken 
in the aggregate, do justify society's^ investment. The J 
challenge for the future lies ^in justifying the educational 
dollar per se. For me, this means separating out; with accu- 
tacyand consistency those costs attributable to undergraduate 
education and making those doll^;:s as cost-effective aj^ 
possible in meeting each institution's educational objectives. 

As fAr whether there should be continued subsidy at , 
current levels by local. State, and Federal Governments, my 
-answer is "yes," but that subsidy must never become so large 
ot dominant a^s to become controlling. Publ'ic and private 
institutions should stand and flourish. The different 
missions appropriate to some pri.y,^te schools as compared/'' with , 
public institutions should be c'af-efully respected and cher- 
ished. 'In our zeal to be responsive to public concerns and 
relevant to saj:ietal needs, it is crucial that we value the 
independent search for creartivity, excellence, and quality 
that^is especially identifa-ed with America's great private 
universities, . |:or me, the essence of the interface between 
pubiic and private in a private medical Jfcollege is a delicate* 
balance between some public inf luence^and ultimate private*, 
control. ' 

Obviously, State and local 'investment* in medical educa- 
tion is a complex subject, even if one decidedwto focuS on 
one locale or one State, much less thfe whole c«in(try- Because 
of this complexity, t will not attempt to explore this sub- 
ject, except to say that it would seem unlikely that funding - 
from such sources will increase, at, least when considere^d 
col-lectively. - ^ 

1 * * 

Should the postgraduate years be subsidized by patient 
care funds? My answer to 4:his question isi("no," assuming 
alternatives are foupd. This is a* big ^issumpticn liecause 
"education" dollars .are, even more sqaree than "ca;:e" doll-ars^ 
and I presume this cir^fcistance "is' the"* basis^ of AAMC ' s , 
resistance to changing the curr^t funding ^atte'rn. There 
'is an equtty (^uestipn as to whether'^! Is -ftiorez-appropftriate 
for users td pay ^or •th^ducat;i,on j)f providers when t^y ^pay 
for servic^, or Whether Those ^duc^ional c^^s shouWbe. ^ 
met by contributions t^Om ^atierft^^nd al^^S^o^lentiaLl ^ ^^f/ t. 
patients — that is, through the tax%ystem. *f ' <&^ 

On the* one Jiand / 'on^ could develop a lo&ical and fi^om^ 
pelMng argument for Federal support and 'suti^equen^ coi^rol 
of postgraduate training, because t^en a'qentral ^iann^9« 
mode could work coherently at meeting manpower needs. '.'^ 
Alternatively,* since there is a greater correlation^betvi^^ 
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place of residency training and location* of practice than 
tbfere is with-^edical sc^hool locus, the argument has bee^i 
advanced tha^ ^tate G«>Vernments ought to provide educational 
funding. This is Already i)eirig done in many States with 
mandatory family practice residency pQ^grams . ^ 

^ ♦ My own preference is for the latter ^approa^, because 
it rinks the subsidy more^closely -to regiona'l needs. It . 
<5an be used as an additional lever to tie residencies to the 
a?:ademic health center. Here again a' uniform cost-finding 
method must be* adopted to impute the proportion' of residen,ts_'_^ 
stipends which is an educational expense and should ilot, 
^therefore, be charged to health care. A third optionywoiU^d 
be to ask the individual resident to *bear the educational 
cost, working through a- modified "Yale plan" of deferred 
repayment of a Federal or Office of Economic Opportunity bank 
loan. " . . , * - 

The answer to whether M.D.'s should pay more for their 
own education is af£ected by future control on physician 
income and/or" tax reform. These pQssible changes notwith- 
standing, I find most app'ealihg tfie potential b^efits of a 
modified Yale plan for medical students, m which a proport;ion 
of annual income is donated to the School bjw-the individual 
rather than via the Government. 

Although I wish it^were possible 'to wait and^see how 
the current generation of students handles' their fees and 
incomes, I cannot see society being able to tolerate much 
longer the combination of fantastic physician incomes and 
equally fantastic' educational costs which the public' \s 
being asked^to support in ever-increasing fashion* On balance 
I find most compelling the arguments for at least some subsidy 
via the student to the institutl-coj-i even though* this may^do 
violence to the time-honored .goal of public edijcation to keep 
tuitions l6w. If the subsidy ^criies via individual students, 
they will become collectively a more important constituency 
in program determination; and I think that is a far heilthier 
situation tfian to give that influence to the Government. 

George Wright's article (1974) gn, financing medical edu- 
cation is useful especially in that it demonstrates how 
difficul^t it is^to find perfect ^solutions to these problems. 
In my' own vieV all four of thes^ questions have answers which 
are interrelated. I^do not believe we' now know enough to 
make the most intelligent *choices and suspect that more care- 
ful and detailed analyses of various optiorTs* would be useful 
and enlightening. No matter_how careful are our logical' 
analyses frcriP first premises to ikst, change when it coirteS 




is listely to be political, piecemeal, and incremental in'' 
-^nature* We arrived at this pcJint by using whatever^-resources . 
%j;ere available to get the job done, ^nd logical attempts at 
wholesale restructuring of the entire system in a more co- 
herent way are likely to do more harm than good — unless the. 
effort is excee^ngly well pilanried. 

In summary, I believe^ most institutions must move to 
cut aeducational coats or at least prevent them from .rising ;^ 
Government' subsidy sfibu-14 be sustained*" Although at least 
some^of these dollars might flow teethe medical school through 
loans to indiyidual students; and medical cafe^dollaxs should 
not support: resident eduction if adequate alternate f^inding 

cah be' found • „ 

• *- * . 

Lastly, it seems^inevi table that M*D*"s'will be under 
considerable pressure^o assume more of the burden for their 
own educations, both at' the undergraduate and postgraduate 
levels. ^ A, A 

^ The need to make seme progress on at least some of these 
items is the result of^ the gradua-l-^t inexorable coming 
together in the public mind of tfle following: high cost of 
largely Government subsidized medical educati4|||, the finan- 
cial status of physiciaAs, the belief thal^ physicians create 
their own demapdiand in' part generate escalating health care . 
.-costs, the developllng theme being, trumpA;ed b^ a few loud 
^ voices that the medical model creates more probl^S^^ than^lt 
solves, and the determination of ^clearcut physician shortage 
areas that seem^to defy correction sKoi!^t of a mandatory 
placement via sc^ething like the National Health Service 
•Corps*^ If the profession continues to fighfoff all initia- 
tives^ that addres^ these issues, I fear the public may suddenly 
withdraw. its trus^t, turn on the pr^ffession, and substitute 
' by governmental fiat highly d^isconcertmg and perhaps destruc- 
tive ma^or new initiatives. . » 
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THE PROBLEM OF COST 
Mark Splamgard, B,A. 



Today's AmericaR medical establishment is grappling ♦ 
with a wide spectrum of issues, rafi^ing from the definition 
of death and euthanasia to the rising cost of health cai*e. 
In. particular, utilization of r^ources has recently become 
a topic of scrutiny. Whether it concerns kidneys or* dol- 
lars^ q^stions of utilization have evoked responses, often* 
conspicuous b§ their lack of substance from medical, legal, 
and governmental institutions of this country. Included in 

this controversy of cost^utilization is the funding of' 
medical education, namely, who should finance it and under ^ 
what condi;)C*tons. 

\ , 

The purpose of this paper is to present some critical 
financial issues, explore in detail a few of the 'ma j^or 
points, and offer sugge'stions- to possible solutions. 

The first question is: What costs are we dealing with, 
in discussing medical _^education? From a 'fiscal vie<i;point, 
a recent analysis (Challoner 1974) estimates the cost of an 
undergraduate medical education as falling betwe^ $16,000 
.and $20,000 per persofi per year. This^ is in , comparison to 
^a cost of $6,711 for the education of a graduate* student 
(Jussin and Mueller 1975) . It is estimated tSat State and 
local funds supported 18 percenf of^this ^ost in 1971, a 
sharp decline from the 34 percent share in 1947. Support 
from Federal funding has incre^ased, however, from 20 per^ 
cent in 1947 to 45 percent in 1971, with a high of 55" per- 
cent in 1968. The remainder of the cost islnet, for the 
most part, by medical services income, with private sector 
contributions comprising only 3 percent of total supp9rt in 
1971. Student contributions, almost 17 percent in 1947, 
no^ average only 4 perc^t of th^ total educational cost. 
There are inherent difficulties in "studies of medical educa- 
tion expenses, arising from 1) the^ somewhat arbitrajry / 
evaluation of faculty allotment time to"" educational duties. 



149 



'2) theVamount of. research "basic" to medical education/ and 
J^^)^ the , hospital resources necessary* for students.* Vet^ 
^ regardless o£ small variations in analytical techniques, the; 
point jnade that medical education^ is .Extremely expensive. 

A reqeni study ( JourWl of Medical ^ Education 19 f 5) break- 
injy doWn comppnents of, medical school budgets is »of particular 
' interest ''In >^that it revealp th^ wide variety of expenditures 

ultimately', total cccsts from ia»*i^i4^jDn^to institution; 
T-able 1, for 'example, shows the^ ^«^remes between two types of ^ 
ins1:itutions. 'i-^t ' ^ i 



. ' ^, TABLE 1. Ccnparison of IVo Sets of *^ 
Medical School Budgets, 

^ Budgets in Thousand Dollars • 

«t * ' ^ — ' 

, ' , Total Instijtutional , ' ' ^ 

Institutions Cost BtpSnses ]^fi.?earch Clinical Other 

A I 26.^ 9.6 10.0^ 3:8 . ^3.0 

^ \ 16.4. ^6.4 3.5 - -^^l.Z 

\ 



In s^ite of the limited scope ^f analysis for th§ study. ^ 
(only eight schools were examined), with the exclusio^** of min<3i|gt 
regional cost differentials, th^ results show that a *large 
portion of medical education expeijcTitures involv^e shipper t pf 
research^ Research expenses >range widely ampng institutions 
-studied, t^^sfff^ a high of 38 pe.rcent in the most expensive 
j.nstitutions to a low of 22. ^ percent in the least expensive 
institutions.* Interestingly, while the absolute figures* vary, . 
the fJroportiOn of expenses allote<J to instri^^tion differ only^ 
slightly l>etween institutions, that is, 3^ percent m the most 
expensive institutions versus 39 percent m .those least expen- 
sive. Vfhile admittedly close coordination of teaching arid, 
patient care responsi)|ilities is essential fpr student train- 
ing, thus making difficult the Separation of education costs 
from 'those of patient care, it is clear-that institutional • 
differences in. total educational^ expens&s reflect in large 
degree differences m research expenditures between schools.^ 

In short, medical education today involves large capital 
investments, mainly 'govqrnment borne, and has a large basic 
research component included in its c©st. The 1976 medical 
student is subs-idized to a greater degree than his or her 1947 ' 
counterpart, who paid then only, a fraction of the real s;os£^*oi 
education. These points are not generally appreciated by . 
many, including students themselves. 
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jihe j)revious discussion concerning *the gost analysis of 
medical school ex^en^es is essentially *quanti,tative and, to a 
certain degree, "^objective. The subsequent sections,, cqntain- 
ing views supportive or critical of the present financial 
structure, are not quantitative since they deal wi^th value 
judgments and certain inherent vbiases . I shall now turn to''* 
the issues of controversy and summarize the major aj^gument^ 
of each position. This st^^^ is adopted in hope of presentr * 
ing to the reader not only the issues themselves, but also a 
cross section of the divergent views. 

The key issue of who should pky for^ medical education 
stems from* the age oid^controversy concerning who benefits ^ 
most from education,' society or the indiyidya'L. Many pro- 
ponei)ts of' the present syst'em wherebyGovernihent supports a 
large share of medical. .education take^ the position that medica'l 
education provides an" essential service to "society by providing 
a steady supply of physicians tjhus increasing the Overall } 
'standard of , living vlthin the general society.* ^ The learning of 
medicine then satisfies a desired social objective, Sind should 
t>e subsidized by society. Subsidies are made "to education in 
geherai, it. is argued,, aa^ it is ridiculous not to finance, the. 
final steps in the" process of .producing health professionals^, 
be they physicians, dentists, nurses r veterinarians, or men arid 
women in allied fields. If it wants doctors, sdciety should • 
encourage adequate training tlprough adequate funding, according 
to* this -view-.; It is further -pointed out ( Science 1974) that 
one-fifth of ,the'total physiciah population in the United 
States is now comprisedvof 'foreign medical graduates, whb are 
t;^^ined at no expense to U.S. taxpayers, andTwho would comprise 
the graduating classes 'of 40 aVerage-size U.S. schools- 
Americans are actually under^upporting their medical personnel, 
and more Government subsidization of schools and students 
should be occurring- It as mairttained that the U.S>- should 
stop siphoning the medical trainees frcxn other nations, hence 
augmenting these countries own shortages and" taking away from 
them responsibilijty for financing their own health care systems 

r 

j*.C6ntrary to this," the position taken by many c;ritics of 
present medical education financing, is that meflica^l educati<5h, 
like other forms Of h^l>er education, more directly benefits 
th« recipient^of'the j^ducation than those in other fields. It 
isjhr^ed that physici4ns' are among the highest paid members 'of 
society, with an average ^annual saj.ary approximately $45,000 
•and lifetime eaf nings in the neighjjorhood^ of $li million^ 
Government should not be .supporting the education of people who 
upon graduation^ will reap iiuge financiai windfalls without 
olyligat'ion. ^ It is maintained that .l5^udents should be held 



^51 : 



■■ - - ■ • 

143 

responsible for 100 percent of their educational expenses and 



be. forced to deal with either private institutions or Govern- 
' " ape 

Thu?, tv{0 .views based on different philoaophical atti- 




may seem blati 

'^4* white compared to the second controversy related to^ the 

financial issue, namely, pergonal freedom of the students 
involved. 

' *• ' ^ ^ if * * * ' 

Critics .of the pfpsent system argue that Government fund- ' 
ing in the past has plated na obligation on students or schools • 
4 except. that the money bfe used f6r educational purposes. Thi,s 
" has led^ to expansion of facilities ^nd production of more** 
M,D.'s but has no^ alleviated health problems in^many ai^eas 
because of a maldistributibh of physicians. Impressive sta- ' 
tistics point out that physician population ratios are "much 
lower in innfer city and rural areas than in whit^ suburban ^ 
'areas,^ .Thus, despite their tax dollars suppojrti^ig medical 
education, ver^tain areasget short <ihanged . A solution to thW 
' inequity, according to iJroi)onenJj| of , this argument, would be to 
place Stipulatipjis on students and schog^J^s in accepting Govern-^ 
ment funds. /Alleviating maldistribution and, hence, improving * 
0'eneral health could be accamplifetted ^by charging students full, 
'tuition for their education hnd allqwing them t^ borrow money 
^rom the Government in exchange for a yet unspecified number of 
^« years of . service in a specific Government-assigned a^ea, in 
this" case', one having a shortage of physicians. To ensure 
success of ^his "service-subsidy" program, it is further pro- 
posed that Government funds should be used to support schools 
^ >Mid-.^dents only ifr a,cei^tain percenta'ge ^probably 25. percent) ' 
students of the entering 'class or the entire stu- 
dent ^p<ipu la t ion were to accept Governmejit service-subsidy ^ N 
funds. This^measure would assure the availability of enough 
physicians to solve the maldistribution problem in health care 
quality. ■ ^ » 

f " Opponent^of the idea of mandatory service-subsidy • ♦ 
finding — those in favor of no restriction^ on subsidies — argUe 
frccn a variety of positions. Some people feel that charging. 
' 'full tuition, with only Government service financing a^ a 
reasonableynethod of students meeting tuition costs, wou^d 
result in'l^schism in the studenl) -population. Wealthy students 
would'be able to -afford edudati6nal costs no matter *fiow high, 
an^ they could enter " the , lucrative speysialties and subspecial- 
ties, ^while poorer students would be forced to accept Govern- 
ment service as a prerequisite to Entering n^dieine,* thus ^ 

( * - • ^ ^ — 
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spending ye2u:s in possibly unwanted primary car^ positions m 
unattractive areas to finance their education. In this manner, 
it ig,,felt, inequality of health care in society would be con- 
verted to inequality o*f^ student ppportunity based, "^^fi^" " 
ability, but on wealth/ In effect, poor students woJ^^be 
forced into accepting a physician draft to get their medical 
degrees^ . • . , 

The'' alternative, dn line with, this viewpoint, of a stiA 
dent borrowing money from a private source. at 10 or 12 percent 
interest virtually preludes any student upon completion of 
his or her education frbm moving ^o a poorer area^ Even if 
tbe desire .to d& so exists, the medical school graduate is 
confroilSd by ^>ractical concerns. The amount of debt amassed'' 
may dictate a move to an area where assurance 'of as much re- 
imbursement as possible is guaranteed to more quickly diminish 
educational debts. ^ • 

^ Other arguments tevfe^been constructed against service;, 
stipeniis. One can argue that all education is subsidized^to 
some 'extent ,and "a dangerous precedent isr set by' allowing 
Government, through its support of^ educajtion, to dictate"" v' 
Ji^ased on future guarantees of service to the Government) .the 
terms of who should be admitted to a given profession, in ^ihis 
case, that a percentage of the student population must accept^ 
Federal service-subsidy grants. Allowing Government to con- *i 
troi acceptance' in fib' a profession barsed upon its determination 
of the need for a -given skill is* contrary to our social a^nd . 
legal heritage. It is 'maintained that the'i^sue is whejiher 
Goverftij'ent should b^ allowed a hand in selecting applicants to 
a profession jDased, not merely on^sex or r^ce, but on willing- 
ness to serve the Goverament as well.' It cs^n be argued that «^ 
with *the highly competitive nature of today's meSical'^school 
admissiofts process, it is_ likely that all but the most gifted 
students, in §pite of financial position, would accept the 
Government'^ teams' for subsidy. By accepting the subsidy, he 
oy she might better increase* the chance of acceptance into 
medical school , "given tlie requirement that 25« percent of the 
class cnust be composed of people with 'XSovernment subsidies . 
This practice woyld place even wealthy students, able to pay 
all posts, in the position o& accepting j^vern^nent service as 
•a condition of -gaming emtranc^ into medical school. 

^, Fi^a^ly, critics of 'service subsidies cor\tend that*, the 
most* common argument^ for^institut^g this plan, namely mal- , 
dls^r ibutipn, is^ i^tseJLf specious* As yet no author, gpvern-^ 
mental»of otherwise, ha^ been abl^ ter^i^ate what -the optimal 
physjgsiajiTpopulati.on ratio is or even, mdre specif ibally , at 
what point increasing the physiciap/patien^t rati^b would improve 
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health care. The inability of the Government to .oncretely 
define what is .meaht by quality health care and, fven more 
important, to determine the cost of such care to the taxpayeirs 
weakens Government's^ claim of the necessity of regulating 
education for the reasons of improving maldistribution and " 
health care, what is being improved and to what end' the 
question these critics want answered. Since there is general 
agreement that environmental effects play a mo;:e impqrtantf 
role^in improving public health than physicians, has Govern- 
ment's record in such areas as public housing and pollution - 
control, to name a few, been so outstanding as 'to warrant its 
entering "another field, namely, medicaj. education? A bommon 
view of Government officials is sumriied up 'by the foll^ing ' 
letter to the New England Journal of Medi*cine\ (197 4).: "They 
can*tj^in a war„»manage an energy^ crisis., control inflation 
or even run an honest hpuse . . . incompetent meddling fur- 
ther compounds -problems as happen^ with everything big* 
Government gets involved in . 1' ^ , 

Thvs,^I have presented the major points in the present* 
controversy over medica*! funding. -It is obvious that- r feel 
the only realistic, means of financing medibar education ds 
either from public resources or from the individual studenf^* 
The p^rivate sector, once responsible for 10 percent of medical 
budgets, 'jjresently contributes only approximately 3 percent of 
them. While this i^ight be slightly increased, irTail to spe 
private qontributions as anything more than token support, 
simply by nature of the amounts of money involved. After con- 
structing the ^;arious argumenjts; i was led^ to further scrutin- 
ize the issues at hand. Two points nfeed to be expanded. 

First,»_concerniiTg pl^ysicians' earning^ and the fact that 
only 4 percent of medical costs ^re paid by students, talks 
with ta$c experts reveal some^ interesting points germane to the 
discussion. The aVerage physician earns approximately $45,obo 
a year. Estimating the annual income of a college graduate to 
be approximately, $20,000, it can ^je calculated that the col- 
lege gradua^te will pay ap'prbximately $?,500 *n annual taxes 
,compared to the annual average of $&,000 p^id byi the physician. 
The estimates assume itenviz'ing of deductions for both, similar 
family 'si^u^tions, and housing values 6f app^roxdmately double^ 
the, yearly salary (an acco.unting standard) . One observation^ 

^ IS that in less than 20 years, the average physician has re'-' 
paid the Gov^ernment thfe full cost of 'even fche most expansive 
medical ^ education. Thus, physicians are in effect good 
investments for Government^n purely fin^nci^i grounds sinc^ 
irt another 10 ye^rs (or, in a tbtal of 30 i^ear^) taxes, will be' 
collected fjrom the physician :at a^higher -rate than that ^or . 

•the taxes of a college graduate (approximately $55,000 in 
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SSi" "ttSlSJft^fent to any »K.ld»ea educ.t.on, ... 
least for that obtained in pubHc schoo;is.. , 

•A second point concerns the issues of subsidization ser- . 
"vice 'grants! p^sonal conversations with lawyers have con^ 

for aaininq medical school adinission and later refusing serv 
ice ^-St's^e, convenient time, preferring to Payback funds 
\ -^.u 4. fulfill sprvice obligations. This behayior 
. ^ou foStou y'def ^ai ^^e^p^pose li the ^entire program and - 
^^iSstrWtioLwould continue despite Gover^en act^^^^ 

n^rain;rnaure-s to°thos: r^era^lt. .his action, ^ 
'tm advisid would be subject to lengthy, expensive court 
•Xflenjfs'which might ultimately fail to uphold l " , 

Se othL possibility is that ^he al-levia tion of mai, s rib^^ 

tion, Government's »^--f^:^",;,-"S t?pe?o medic* schools ., 
-through admissions -committees ana ney cyp Medicine in 

, such as the Rockford and the Peo^xa ^c^^ f ^^^^f^^^J^sis on. 
felecriirti 'tSJe stidenrro;e background lends itsea^f to 
sSller coSunit^living and o. providing the type °J . 

depends to a l^rge extentV the success of programs UHe , ^ 

J^hese. . • , ^ , • 

* After weighing the' previous arguments, I have become 
co^vin^r-thrt-lundlng for medical educa.i^^ 

^ty of governmei>t at all f-^^^^^^^^J^ Wb^ld be for st.udents 
■treasonable compromise, I have ^""^J""^^" ' _f their > 

Crete basis: Students would be financing oniy t 



Crete basis: 



155 



147 



cost .their education, which is the. area most directly 
affecting them, whereas Government would assume responsibil- 
ity for r^sedrch expenditures, which are used directly to 
benefit society as a whole, and hospital costs, which have a 
„large patient benefit' component. • . . ' ^ 

n««5" \he problem of students financing this ' 

$€,00(r to $9,0^0 perWaV in tuftion fees could be solved by 
iJX^titut^on of an inconie-contiogent loan fund of the type 
. described by Friedman and Kuzents in ia45 and applied to 
medical -ri-ijancing by Strauss in 1970. This plan works like 

insurance in reverse". in that the-fftudent receives educa- 
tional funds or "benefits" during the "school y^ars to pay for 
education and, in turn, promises to pa^r the "premiums" cover- 
ing the amount loaned p-lus iDterest when he or -she begins 
' earning fair wages. There ^e numerous variations to this 
' ^Sfc plan, mainly concerned with methods of repayment, but 
J- ^Kf^""^ that whether a- fixed percentage of income 

j>t block payments are .used in repayment o'f the debt, the pro- 
' •'^''Tu^^ r ^^^^^"^^ pay.' the cost of their educatio'n based 
on their future earning potential. The maiiv problem in insti- 
^ procrram is that a large amount of capital is 
» nece^lary to finance the i^nitfal portion of the program JDefore 
It i>ficome* selt-sustaininq.- federal Government, vith the 
money^i«^es{ ffom, di^on«inuir§-di&ct capijfation payments 
for student .educal^on, would^bfan candidate for initi- 

at-mgysuch a program, since yft'fually no support of it wduld " 
be required. r , -| ^ 

This propfo'sed program has certain appeal since students 
ultimately would be financing. a greater portion of th^ir^edu-"^ 
cational ejcpenses, and Government 'funds would be released after 
a *w,Vears for use in other areas.' Yet, ^this process would 
occur in._such a way as ,to allow the student flexibility' in his' 
or^her ultimate goals and does not (dictate tha't he or ^he rush 
' headlong into moneymaking ,to repay lo^ns gGicklyl Government, * 
on the other hand. Slowly decreases/ its total support of edu- ' 
cation and mitigates a self-supporting income contingent loan 
plan at the same time. * ' % 

. ^ . ^.-The advantages of thi^ plan over-direct capitation is' ^ 
that -the Gover^ent gradually reduces its, share of health edit- 
•cation^costs, and hence might channel these resources into ^ 
pother health areas that^need financial suppoVt. THe advan- 
tages of this plan over direct studehjt payments that cover 
total education costs is that students would be held respon-. 
•sible for support of research and .hospital orosts , which are 
ff more^general benefit to society th^n are instructional • 
costs, which relate directly ^ the s/:udeht. 
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The' goals o'f any funding program for medical education 
\ ' must not only be adequate in terms of financing, but also 
with regard to consistency, in the sense that programs te 
allowed to develop and grow unhindered by lack of resources^ 
Students .in schools have a right to demand fair treatment in 
funding of their educational programs; the public has a right, 
tp see that its money is spdnt in its best interest. By 
involving both ej^ements in the funding of medical ^dup4ticy , 
it is fioped that the physi<>ians of the futurejwill bfe^^Jg^n- 
sive to society's needs., and society, in tuf/i, will Be coji- 
scious of th^ demands of the medical profession. ,y^st ^s the 
issues are complex, so are the resolutions, necessitating & 
^ coordinated effort between Government, the medical community, 

and the physicians of the future in providin<g the medical 
educ"Stion and a health care system for the future. 
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THE PROBLEM OF COST 



"John E. Corbally, Ph.D. 



The 6verall title- of this Aicentennial symposium pro- 
vides one sul?ject f9r discussion which has, not been coverea 
fully by the -panel sessions up to this point. The term, 
"contemporary world," has a certain conciseness and 
clarity which lull? one into -believing that we do understand 
what the- contemporary world is. The term is a generaliza- 
tion which, will be analyzed- and perhaps even synthesized 
this., afternoon, under the heading "One WorW or -Many. . . , v 
but even that discussion may .dismiss lightly the meaning of 
"contemporary-" As I attempt to consider the costs of _ med- 
ical education, I am struck by the need to consider why, - 
"where, ".and "when," as well as \he more common terms -to. 
whom" and "how much." In these days of "accountability and 
of "cost-benefit" analysis, it is not enGugh to project a^er- 
agea^of national cqst data per Some, unit for 'any activity m 
fcrder to arrive at estimates of average costs at some future 
Lte for that activity. If I restrict my vision pf the y_orld 
to Illinois, it is clear that the costs of iJedical -education 
conducted in Ef f ingham^may differ from thosd conducted in 

• Chicago or in Urbana-Champaign. It is also 'gl^^^ ^^^t the 

• costs to produce a specialist member of a medical f a<=toty ar6 
different than are the costs of producing a Marcus- Welby~if , 
indeed, either is what we want "to produce. Furthermore, one 
needs -to'consider the contemporary or .future makeup, .of . tjie 
nfedital team: What kind and what quantity of medical practi- 
tioners are Junds yo be spent -to produce? If technology 
increases ¥he capability of| computers and other ^elated- tech- 
nical apparatus.to assist in the practice of n*^^""^' 

.we increasingly consider the preparetion of medical program 
of meflical' equipment service personnel, and of medical 

equipment operators to be part of the cost, of ^^^^^^^ 
-eton? Wha* portion of the cost of technological, hardware is 

to be . a par.t of tfie cost of medical education? 
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Another important question relates fo^the roles *oof ' ' 
various groups and individuals in d^f ini^ig the products of / 
ipedical education for* which "production costs" are ' to be 

' . ■^^ broader context of the support of higher ^ 

education, I hava wondered aloud about the. possibility that ' 

• *we are having support problems because we are providing serv- 

- ices which we^ as professionals, believe the>eople should- 
want whi^e the people themselves neither want those services 
nor want to pay for them. Could it be that in 6ur profes- 

- sional zgjal to prepare the perfect contemporary 'medical 
practitioner, our definition of "perfect" ^contains more com- 
ponents and requires more dollars than may be requii;ed-by the " 

• people's dQfihitijn of "perfect." while I decry what i' con- 
sider to be the new mantle of expertise granted to those with 
least expertise under the guise> of "corrsumerism, " ati'd do not 
want as a patient to define how a physician should learn what ^SW^ 
he needs to know or even what he needs to know, I ho have ' 
some views about 'what .1^ want and do not want from my physiciarr 
I imagine that my views will not be t;h^ tame as those held by 
a group pf physicians and medical educators, and there^nay 
well^be some cost variations depending upon which view on^^ 
acVspts. If you describe to me what the cost wifl-be to pre- 
pare What your vifew says i need and if i 'fail to agree that 
I need what you say I need, I am likely to prefer saying "no 

. new taxes" to approving your costs. « • j 

Wh^t I hope I have made clear is that befor^ "i am pre- 
pared to discuss who should pay how. much in support of medical- 
education, I must ^sk some basic questions about* the practice 
. or delivery of unedicine and abput th^ meaning of the term • 
. 'medical education." i am unwidlmg 't"o as^e that what we 
^ are doing- is fine and that the calculation ^f future costs is • 
a Simple process ot computation involving' mf lation estimates 
and numbers of degree recipients. I could just stop here 
. because if I am unwilling or unable to describe the magnitude 
^ of qOsts, I am logically unable to a\lo.cate the burd^ of 
, tho^e costs among various sources of\evenue. However, as you 
are well aware, pfvDblems of- logic do not deter university 
presidents as they travel their appointed speaking rounds and • 
I will not/ therefore, permit them ,tO. deter me today, 

'whatever the costs and whatever the products, funding 
medical education will remain a problein and fun^iftg mfdical* • 
education will remain a complex process. In .viewing that' 
problein and that process, I, first believe that ^sdciety , the 
people, the public— whatever .g^ want^to call our collective 
selves— require roedipal personnel. We support medical educa- 
tion for us, rathn than for physicians or for dentists brVfpr ^ 
other health personnel. .Thf public m its role as taxpayer^ • 
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then, has a crucial 5take in medical education-^ stake much 
more crucial than is true of a student-in medical educa t xQ n^ 
a faculty^'member or clinician, or a medical researches:. Those 
of us who choose not" to be physicians are doing quite welJi, 
thank yovr; and any person who chooses not to go to medical - 
school will survive— prbvid'ed that enough people do> choose to 
go to medical school. Regardless of how wealthy a real ; _ 

imagined physician may become, we, the people— rich and pooi-- 
rather than he or .she, the physician, are. the primary benefrci;: 
aries of medical education. There is no more reason to charge^ 
-Medical student the major portion of the costs of schoo^i^a 
than there is- to do the same to a basketball player or_to the 
schiol tocher Who becomes a.. wealthy university president. 
DepLdi^ upon the-so<M<a-importance one assigns to medica;^ . 
personnel, to basketball players, and to university presidents, , 
^here may even be . less reascffi to charge full costs to medical 
s1»idents than to the latter two groups. Note carefully that^^ 
I said, "There nfay be... ." ' - «. 

* The social need for nodical personnel is a national 

-need Ueally an international need, but the complexities 

introdudedlijy' a recognition of that fact simply defy my gt^p 
today). While we may argue unendingly about input c;:iteri^ 
designed to ensure .that State-supported medicai schools sCrve 
only something called ^'in-State students," the fact is that 
at the output^nd of any educational program, one product is 
mobility of the "outpute^." This fact is as true for Ph.D. s 
»as for M;D.'s, for Dourneyihen craftsmen as for CPA s, or Tor 
cosmetologists as for certificated teachers.- Stated advan- . 
tages^ of .education at any level are opportunity and mobility. . 
Thus, each of us in this.Natioli has a 3take m the output of ^ 
medical education throughout the country and, thus, a heavy 
component of support from the people m ^heir Federal or 
national taxpayer roles is legitimate and necessary. Too 
often we forget the many roles we play as citizens of a demo- 
cratic republic. Each level of government is supposed to 
serve a specific se.t of purposes and each level impacts upon 
every other level. Each one of us is an integral parf of a 
variety of governme,ntal levels 'and ^ is not a case of us 
and them." Our basic problem is to determine which of the 
many governments of which we are a part can meet what purposes 
best and to c'onsider combination .service and. support packages 
where such packages make sense. ^ ^ 

. Because I do not believe-in monolithic^ control over • 
curricula or methodology m any educational undertaking, I 
Relieve preserving State control in .higher* education through 
'^^tate support of, higher education. Because of the ma^or 
nationai^ purposes met by some programs of higher education. 
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including medical education, I believe in. Federal suppor£ of 
some programs of higher education. Thus it is clear to me 
that both levels of Governme-nt— State and federal — must be 
involved in continuing^and stable ways in 'the support of the m 
cost5^of medical education. . ^ \ , . 

Moreover, since funding from both levels is provided to ( 
meet public purposes, we in higher education and .in medical ^ 
education must be prepared to accept some public "strings" on 
ihose'spubiic support dollars. Our vigilance must not be 
desig^nfed to avoid all "stringa;" it must be designed instead 
to guarantee that the "strings'* are only those necessary for 
the attainment- of public* purposes and that they bear an intel- 
^ligent and rational- relationship to tY^ realisation of stated 
public purposes. If we wish to choos^to attain our purpoyses • 
withou^ "strings" aji^ fevaiL if^we argue that our purposes d'oin- 
cide with public purposes\ so that "strings" are unnecessary, 
/ we must recognize that thd logic*al result of such choic/will 
be the diminution of publifc support and- of public dollars on' 
our behalf* \ * 

As most of know', tit "string" issue is at the 'heart - 
of reqent debates over the co^tijiuation of the Federal Health ^ 
' Manpower Educational Assistance Program, hy view of Jthese 
debabes is that we in higher education vacillate in our views 
l3f governmental "interference" as they affect our prerogatives. 
We are quick to su bmit proposals for categorical etupport pro- 
grams that have o'bvious impact upon our curricular friedom and 
-quick, to cite our need for absolute ctsrricular freedom when 
othe funding proposals surface. In fact, our primary freedom 
is still ouK ability to accept or to refuse to accept govern- 
mental funding, and' for a public university even that freedom 
is far .fr;om absolute,. * Public h'igher education derives from 
government and is funded to achieve public purposes. Oi^r free- 
dom must be recognized as existing within those^ limitation's . 

I will hot attempt to* produce some, rgagic formula to 
reveal what poVtion of the costs 6*f medical education should 
be supported bV Federal funds and what portipn^ by State funds. 
The answers tolsuch questd^ons are partly ideological and 
partly pragma tijc in nature and no formula can be said to con- 
tain the ^soli/te "truth." I tend to believe that the sp-called 
"bread and butter" su^jpo^t is best supplied by State^ sources 
and that Federal suppai^t should be supplemental to Staie sup- 
port. The correct proportion between tl\e-«two sources, never- 
" theless, will vary ^ran.,time to time as costs vary, as 'public 
purposes vary, and as tax structures at the two governmental" 
levels vary. The creation and implementation of 'public ^ ^ 
policy — or -politics — is not an absolute science and today's 
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formuia for success is too 'easily convexfted to tomorrow's 
formula for .disaster. 'Just ask^.those public school systems 
with.'enrolaiiweht-driv:eUg,support formulas how well those for- 
mujafe'are working today and ,the problems of reducing public 
'*poa'icy decisions to mathemati^cal models wiil be readily 



apparent. 



I. am now left with the. questions of what^bosts the 
students should b^ar and of what costs patients in education-^ ^ * 
related hospitals or ^ther clinics should beasf. Here again, 
,1 face these questions from a pragmatic rather than from an 
idealistic point, of view.' 1 can argue idealisticaUy that 
Ipoth students and patients should bear nb share of the costs 
of medical educatipn— the former "laecause they are paying m 
of forgone income and because they will pay later ia 
^-ef-tajc support /elated -to their income; the latter be- 
caus^ they are'randomly selected and because their circum- 
stanfefis do not logicfTiry 9ingle them out of the population - 
aV a "wJiole^s being eligible, for special medical education 
assessments. T 

''^ * In reality, however, .we long ago decided nthat the stu- 
dent in higher education should bear some burden of the -cost 
of higher education through tuition and fees. We have devel- 
oped complex -tuition and fee* schedules and have developed^ 
complex student financial aid programs to assist students m ^ 
paying those charges., The overhead costs Of assessing, ^ 
collecting, and depositing student tuition and fee income and 
of determining "eligibility for, awarding, and managing student 
scholarship and loan programs are viewed as necessary costs of 
doing business in higher education and obviously are here to 
stay My pragmatic view of the, student share of ^th.e support 
of his or her hfgher education, including medical edUc^^tion, 
is tha.t histoiy has seen the establishment^ of rougHly consisj:-^ ^ 
ent ratios bety^een studeni: fees and c_os)^ of educatio/i and 
that the future .will see general faithfulness to those ratios. 
It K only as. one attempts to develop theories to justify- 
specific ratios on other than historical grourfas that one 
falls int;o traps of logic and into arguments of almost a the- . 
©logical nature. -I defy anyone to' "prove" on any grounds tim 
student charges at 10 percent of. costs are more or., less valid 
than student charges at 40* percent of costs. It is only .as 
one approaches a student shara either of , no pe;:cent or 100 
percent that true philosophical arguments make sense and 
neither share basis has represented nor will represent reality 
for many years 1 So as costs ijicrease-,*student charges and' 
student financial aid programs will increase-tj^tt' both will lag 
* and will be directly related to prior decisions related to 
government funding of medical educatidn. ^ o • 



' • Finally, 1 arrive at the patient. My discussion to 

M^:^T^°^"! "^"^ included a description of medical education 
Now, I must stat<i that I consider medical education to include 
teachingf in programs of undergraduate, graduate, and c0ntinu- 
ing medical education; research; and^pubftc service .c^ln each 
of these areas bf medical education I would argue on behalf 
kV^^^ ^"""^ both^the State ai^d Federal levels' and on 
behalf ae some, support -through stSJSent fees. To the extent 
that a^tient receives medical services which are offered tQ 
meet m^cal education purposes^-.as opposted to the receipt of 
. professional services which happen to be provided in a facil- 
ity where inedica]., education aisV takes place-.i can find ncf 
logic in asking that jja^ent to Tear a special portion of 
medical costs, it could, as a matter of fact, be^argued that 
'f^L^ -^''f ^ medical education faci^ty experi%nces cer- 
^ ta^n inconveniences (for example, student rounds) for -which 
he or she might;feel entitled ^to a discount. The mo str per- 
suasive conclusion I can^each-is ttiat the inconvenience on 
one hand is equalled by the special high quality of a medical 
education facility on the other and that .the patient sftould 
pay what^he or she would pay wi'thout respect to whefehei: med- 
^c^^^eJH£^tion,,,is 9ccurring there. The costs of health care; 
are ,^Xfferent from the costs of medical education and should ^ 
remain .separate even, though it must be ^recognized that the , 
costs of health <^re for everyone do incllide ^components' rur^. 
- ia|.ed to the cogts bf medical ecfucation. Health -care costs. 
•^^'^^^?f.5^^^"^^^ly professional' fees are not an exa^t science 
^and obvi(3usly include factors related*to one's preparation to 
deliver health cate or to the developmental costs' of eauipment 
and of techniques. But these costs are/&orne by all patients . 
and patients are first of all citizenp^of a society'. The 
costs of having health care^ready the citizen who becomes' ' 
a patient should be^ in my view,^citiSen cost rather than a 
patient cost. ^ r 

Before summarizing m;^ comments , let me also mention the 
crucial. nature of corporate and individual philanthropy :and 
specialized prograramadc support in any analysis of the sup- 
'port'bf medical education.^ While the total amounts .coming . 
frqm these private sources may be small wj^ compared with ^ 
the overall costs of medical education, -giese amounts oftert^ 
prc^vlde the crj)cial margin in research efforts, in student 
^ -assistance, in library and other ^ci^^it^ development, and 4n 
faculty ^and ^taff development. Any ^di^cussion of the support 
Of the costs of medical education ^hich over^^ooks 'the compo- . 
nent provided through private gifts arid grants i?- i^omplete ' 



" . M^K^u7h-"T am clearly dealing with generalities ratheJ 

S to«"".S;h to die. I do «t e..ily »f H'"' '.S""' - 
Luh c.„ bill. eqs..Ui»g 'f • °' r r. 

^^•/rnS..lve^«n..l.^o .«o« tn. .gi»i 

too little ^^""^-"^P'^rhafJi w to reprfsent \ trend o. are 
'5:"rinTurfici-:;tl %rr::a4ea t^at a^ong U^e-even an 

unpdClcated pne-is ^mportant enough to induca^us to bear the 
, cost?* - ^ ' , 

• I recognize that the costs of health care a^pt in- 
• eluded inTassigned topic, but we are ^^J^f^f 3f,:i,e ^ 
. Lsts Of p/eparing ^-^^^i^,:^^ lllZ 
tand the costs of providing that service ^ ^ 
' meh'tion in this context. » 



■ - -L^nreTec^ ursur-feiv?^" -wLrrours s 

rndr:S^rh;veTeart=:fth that:aW 7.o.e 

nrst <^-stion a.Ks^how ^uch -er i -^in^fact.^th^ ^ ^^^^^^ 

Shici^'plys^p^o esJi;narba:LtbaU players an average salary 

S 5io8!o0o'a year, which supports ^"/f ^^^^^veSe of ' 
uj. .,u;«u ^r^cf A familv of four\an average 

r^nr irolorl 2-day' weLe^ Which considars n,ediu.-price, 
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problem afe educators is to fietermme Vith the people ^the kinds 
of. medical care they want and to determine the best ways to 
ptepare personnel to provide thatjoare. The peaplfe can afford 
the co^ts of those preparation programs regardless of the ' 
amounts involved. Our task is to ensure that those kinds of 
programs are what we are asking^ the people to support— even if 
that support may cost than a weekend at Disney World, if we 
are providing those programs, it may cause problems down there 
m Orlando. - . % 
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THE PROBLEM OF COST 
Critique and Challenge 



Alton Blakeslee 
Discussion 'Initiator 



Mr. Alton Blakeslee ; This being a bicentennial symposium I 
tried to learn from several medical historians what medicine ^ 
was fike 200 years ,ago. They told me that in 1776 physicians 
were hel4 in very low esteem indeed. They had lijtvited edu- 
"cations* they ranked low on the social ladder, and their fees 

* weVe relatively small.. The main methods of treatment were 
bleeding and purging, and seeing a doctor, apparently was 
reaj.ly hazardous %o health. In the ensuing 200 years medi- 
^cine hasi become perhaps tl\p most respected of all professions. 
Nevertheless there has been some recent erosion^of- that posi- ' 
tion, perhaps becayde pe&ple expect too much from medicine. 
Moreover, the Art Sniders and Alteon Blakeslees may unwittingly 
have contributed to that fact by reporting with excessive . 

" enthusiasm the research advancements which turn out later not 
to be as great as^ the initial research reports might have led 
us to believe. There is also envy or resentment of certain 
aspects of medicine^ and physicians themselves contribute to ^ 
this by their sometimes gbdlike belxavior. . . 

- A *•' _ 

We are told , on the one hand, that it. costs an ^ve^age 
of $20^000 per year per studeut to educate future doctors. 
^, I think .the public would, find this *a very high figure, par- 
•ticularly in \^rms of their own annual inccxnes. It would not 
^be unexpecte'd'to, have them ask if all that expense is justi- 
.*.fi^. On the other hand^ the background paper notes that $2 
billion of tax- money go to m^4ijcal ^ucation each year; and , 
irf you divide ^2 billion by -200 miX^lion people, you arrive at 
; $10 per capit^,._whi^cK"is only $40 a year a. family of four is 
paying to^ educate doctprs. My question i-s;' Does ^he public 
have any concept of its *^ole in providing future doctors?. "Do^ 
. you think the people are aware "of this responsibility, or the 
need for it? ^ , — - . , ' 



ERIC 



. . ^167'. 



159 

Dr, Stanley s. Ber gen, Jr? ; ' I think the public; is bec&ming 
more aware of-^thia particularly as they feel the pinch of 
health- care costs. The media are beginnings to expose this 
•Story. Unfortunately, news stories are too often inaccurate 
and, not infrequently, are covered over by a heavy layer of 
emotionalism because this may.be the springb9ard use^ for a 
political move by an individual or a pressure group. One of - 
our failings as medical educators is that we have rvot-made a 
concerted attempt to take our story to the' public, tci explain 
the el^me^ts of cost, and. to contribute to an understanding ^ 
of why they' are as high as they are. ^ 
* * 

Mr. Blakeslee : The subsidy of medical education from tax 
money is higher than that for training in any other profes- 
sion, is it not? * . . . ' 

Pr, Bergen: As far as I am aware, yes. I have no idea what 
the Government puts into training an astronaut, it may cost 
more, but there are very few of them so it is nojt a comparable 
i^sue. Certainly among othfer .prof essions , though, it seems 
there is no other group with^ s)ifport comparable to that of 
medical students and medicaU' education, 
t . 

Mr^ Blakeslee: It has been, said ^hat faculty salaries irtake 
up the largest part .of educational costs. In the background 
paper it was noted that the f.aculty toi student ratio can be^ 
as l6w as 1.0^ to 1.3, which is^almost private tutoring, is' 
that really necessary? is that an element of cost that would 
be reduced if^ education were carried out differently?' 

Dr. Roger J. Bulger : Well, actually, i think* we may not know 
whether the quality of education in an ins^titution can be 
correlated with faculty to student ratio. ,My own feeling is 
'that we will begin to get a^nswers to these questions because 
the national health J^ill is now higher than that for defense. 

What; worries me is that we do not hayie a consistent and 
generally acoepted wayof accounting for costs which would 
allow us to examine truly comparative ' data , then defend 
16gically^:yie institutional^ heterogeneity .v?|aich is so valu- * 
able. I think an answer to your question ought to-'be forth-* 
coming from any*sch6ol, so that they could tell you convinping^ 
ly what they do with the 1.0 to^U:3 ratio. • I suspect there 
are schools whfeye the- r^atio" is' feo high (for example, 1:6) 
that you could argue it borders on the inadequate. * But we 
need consistency j.n the data baSe if we 'are to be success'ful 
in describing and defending our positions. . The costs are 
now so .high that we are all going to haye to start talking to 
tfie public in the s j|^e way about the same numbers . 
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It may be of interest to note that in. the couKse of the 
Institute of Medicine study of co3ts a group of acp^rts was 
asked' to project the necessary teaching requirements for a 
njew 4-year school for 100 students each class, including 
how many hospital beds, how many residents, and how many 
graduate 'students are a legitimate element of such, an enter- 
prise. Their bare bones figure ^called for somewhere around 
220 full-time equivalent facility. The critical faculty mass, 
to have :a good medical School then is not srpall. 

Mr> Blakeslee : 'is the sarlary level for the faculty in a 
medical school seriously out of line with that of people who 
are training teachers' or lawyers or other professionals? ^ 

Dr.^ Bergen ; At risk of ' ei:itering labor negotiations, I guess 
I have to say that it depends on what the facul'ty .individual 
is doing.. If individual faculty members are only teaching, 
not doing anything else, then..yes^ they are being overpaid.^ 
However, if you expect them/ to deliver patient, tare , to 
supervise house staff, to do research, and to caryy out all 
the other public service missions of a medical school, then 
in the current^, spectrum of payment for professionals they 
probably are not overpaid. If anything, I think a case can 
be made, at least in sane .schools , that faculty ^re not 
receiviri^a wage or salary commensurate with what- feilow 
professionals can get in private practice or in other 
endeavors. • ^ — (_ ^ 

Dr.- Bulger ; In public schools,^ at least, the educational # 
'portion of faculty salaries generally has the same range as 
that in other university divisions.' , Thus the fiasic^ science - 
faculty generally receive the- same salar;y as otber professors 
On the clinical side, however, supplements are often provided 
on the basis of what people earn in delivering patient care. 
Alth^h those salaries have g^ne up, and seem\ery high in 
relation to those of anatomists, biochemists, ai^a-.^guc^ors , 
generally they are in line with ^those in the-ppen market 
place . J^' , • ^ 

Mr Blakeslee ;^ We all know that the public is highly crit- 
ical of ,the high ^o^t of health pare, of whichjnedical 
education is a part. Society seems es]5ecialiy^ jr-itical of 
the hidii income which physicians enjoy. The argument that 
tMs was justified by long years of "slave labor in intern- 
ship and. residency is no. longer as persuasive when the ^ 
average stipend for those trainees' is now $11/000 a year, 
which is about the average or median income of the- American , 
family. today. How can that argument still'be used when many 
. people i,n other professions also 'have a long training period 
before- they begin* to produce personal income? t 
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Dr. Joh n E. Corbally ; think the argument has chan/g;^. fo;* 
^any college ed,ucated person there is- some foregone income and 
At is particularly large for those who undertake programs 
that require up to 10 years or more beyond^ high school., How- 
ever,^ the -argument^ is' not b^si'cally a wise' one for physicians 
or anyone else. *l' could poiht out to Mark Splaingar^J- that * 
most of us have not yet been wise enough to figure^ out how to 
deal with the income t^x problem through the magic' of incor- 
poration,, which would undoubtedly change the calculations of 
income tax paid by the average underpaid university president 
or physician^ We find, for exalnple, that- there are few indi- 
vidual physicians ^hat we can put on our payroll any mo^re 
because we^have to deal with their Corporations. That has v 
nothing to do with, their services, which continue to be excel- 
lent. It IS a tax strategem and a* legitimate one, but it 
does mean that. some of the argipents about these fiscal issues 
are subject to discussion and interpretation. 

. I go back to the Qsic point of view that costs of med- 
ical care, of university teaching, of plumbing, of administra- 
tion, or some other variable, are, determined by the law of 
supply and demand. I ^uess the re.asorT some of us feel* dis- 
tressed about what we* have to pay physicians is not so much 
because- we resent anybody 'earning that much-money, but whether 
they give us for those dollars what we^really think we would 
like to receive. If there were a better match l^etween what we 
get and what we think we should receive, I doubt we would need 
to ^rgue so much about ,the costs of medical care or how much a 
physician makes or-,the ^cost of medical educ^t^ion./ 

Mr, Blakeslee ; Are there any courses m medical schools* that 
cost a great deal but are not necessary? Js that part of t the 
cost being reexamined or being continually examined? 

.br. B6rqen; I really ' believe you cannot answe*: that question 
in any general way. Such judgments depend on the schoo.l ^and 
its' determined milssioiis. We, have two medical schools in our 
system right now. The one 3^dated in Newark, in an urban 
environment with" a, disadvantaged population, has to mount pro- 
grams different from* th^ school located':^ the suburbs where 
there are other demancfs in relation toj^x^^jmurjity hospitals. 
What may look to ^an^putside observer as ^\'ng unnecessary may 
have very good 'reason for being supported within that insti- 
tution. ' , • . 4 ' ^ ^ \ 

Mr. Blakeslee : How much of the cost of running a medical 
school reflects the cost of running affiliated h6spitals? 
Are they run^-efffciently ,in relation to what they* dp cost 
medical schools? ^ • 
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Dr, Bulger : 1 think it fair to say that most schools do not 
transfer any significant educational subsidy to major or 
affiliated' hospitals. Those hospitals would of ten 'like more 
support frccn the school and can make soirfe particularly strong 
argtaments for- such support. 

Mr!r*Blakeslee ; Mr. Splaingard made the point that the aver- 
age physician relays the^Government the full cost of even the 
most expensive medical education through taxes* in less than 
20 years. Does, that calculation imply that aU. of his taxes 
represent repayment for the Qovernment subsidy of his educa- 
tion oj; is he also paying for roads and public school's and , 
things ' of this sort? 

Mr>' Mark Splaingard ; The point I wa^ trying to make was that., 
a physician, bacause ^ a higher income/' pays more tax,, apd 
the difference in tskxation levels wouldj^u2? years repay 
without interest wh^t the Government haa ii\^s'ted in that per- 
son's medical education. I recognize ,\Jowev\:, that this i$ 
an overly simplistic way to analyze a complex >roblem . 

Mr. Blakeslee ; The Millis report included a s^tement t}iat 
the beneficiaries of medj.cal education are the individual ' 
pajtients, society as a whole, and the physician. .;rhe patient 
benefits because medical service results? society benefits ^ 
because- there cou-id be no public: welfare without, the well be- 
i^g of individual citizen^; and the physician benefits because 
he is afforded the opportunity to gain a professional skill 
which will produce an unusually substantial- reward in monetary 
social,' and personal terms. The letter idea implies that a.» 
.physician has something to pay back. The Yale plan for re^y- 
^raent has been mentioned as one method for accom^Jlishing this* 
§pal. How widespread are plans in which physicians support 
the medical schools from which they have • graduated? . 

Dr. Bulger ; Basically, the Yale .plan is an economic opportun- 
ity bank from whiph students borrow the .mpney to pay for an 
education a^d repay an amount arth at a rate bas^'d 04, income.. 
What I ani trying to wrestle with, as a represen'tartiv^ of a , 

, public- institution, is- what President Corbally said^abput the 
philos.ophy of public education^ My bias is that ' the; level of 

^_physician income has now become a threat to the profession 
and I wojild rather compromise- on the public educ at iWj philos- 
ophy and attempf^lo have the profession, through tH^'private 
-'sector and not through g'overnmental adjencies, pay back what 
has been invested ' in medical education. . - ' ' • 
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, ' T^E PROBLEM OF COST 

General Dis<?ussion 

Participant; My question is prompted by Dr. Bulger ' sT comment 
about ,un if olm cost accounting and the issues that may be ' 
raised in connection with the^ National Health Development and 
Resource Act (93-641). Sin6er medical schools are generally * 
health care providers, they aire inclucied among the various 
sheal.th system agei?cies affectjbd by the .Act. What cost con- 
tainment efforts will be demanded of medical schbols^ by i 
their State coordinating councils, for the health care^^^tem. 
that inVolves^^th the school and its^ own teaching hospital 
or affiliatied'^ltospitals?' The question may at this ^oint be 
unanswerable but it may become a significant influence in the 
next 2 or 3 years prior to institution of national health 
insurance* ' , 

Dr. Stanley S. Bergen, Jr.- ; It has certainly surfaced in Kew 
Jersey. We are having serious discussions and are feeling 
pressures up6n our teaching hospitals. We have taken the 
'position that they shoCild be considere4;;,a different type of 
hospital , and get some ,k|.nd of favored v^eatment bec'ause of 
that difference. Thus ^ar, the authorities have not agreed 
^f^fe»^^^^ position. " Tijre coordinating ^6ups are also b^gin- \ 

^-^ ^sk how much they should be involved with medical 
S^^^^j^.Q" itse-lf and especially in dete^iniijg the number of 
"gCuden^^ we graduate .because that is one of the driving ^' ' 
/orces ^behind the ^ost of medical education. I think your^ 
-observation .rightV certainly in New Jersey it is arousing 
interest already. ^ 

Participant ; The^nel has attempted 'to defend the high cost' 
of physician .education. 1 have two questions: rii;;st, 'do you. 
believe the public ^Jaffts better access to physicians or better 
access to health care? Second, are increased phys.ician manv 
Dower. and better access to Jiealth care synonymous? Numerous 
jpea>th^professional^ /ar'e prevented by restrictive medicals 
'^practice act^ from providing services for which they have been 
trained. ♦Would oi^ responsibility .-of the medical school then 
be that of providing leadership in developing new models for 
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health care <aelive;:y, maximizing the potential contributions 
,,,of these health, professional's, and thereby providing better 
"access, cost benefits, and greater efficiency? , 
♦ 

""Dr T^^en i" I'tRink the {Himt^7XB-BiTibivaient^-on-t4ie first ^ — 

issue/ Most individuals seei^to want access to a physician, 
Thpy are not convinced that care from other members ^of the 
team is equivalent. I think the medical school has a respon- 
sibility to foster team efforts and to use less costly methods 
of providi^ health* care. ^We cannot dispense with physicians 
where th^y are needed. I do think it is our responsibility to 

•encourage, the use of other health profbssionals , to provide 
models, and to advocate the dey^opmen^i^of such models outside 
medical schools. It has certainly been shown that if you put 
a physician in an area that, has no need fo\ another dgctpr > 
you can be sure the additional physician wiU generate an 
addeid $200,000 cost in health care. If we pOKt physicians 
where they 'are not needed, or if we graduate dbre physicians 
than are needed by the country and th^y contrib^e to. further 
poor distribution, we will. certainly continue to^^calatg the 
cost of health care. However, if we- can find a way pf en- 
/couraging physicians to -go where they are needed', we may 

♦ avoid tfeat effect. . - v "^^^ 

Partic ipant : It has been said that the most Important thii^g 
In the world ii not money l^ut love, and €hat doct;>rs ^re very 
fortunate because they 'love money. Our panelists this morn- 
ing have emphasized time and again that doctors are a national . 
resourdfe, butt' they do not seem to li^ye come out four square m 
saying Wt if physicians are a national resource and if the 
Nation is providing for their education, then they have a 

' service to provide to the Nation. .1 would f in^ /t ^helpful if 
I could hear from -the panely^ljether . they wquld, support the 
view that if medical educaAon is being signi^gicantiy support^^d • 
by th($ tax doHar, the product -of that education owes a period 

, of setvice in riturn and that such^practice would be a reason- 
viable' for us to function. ^ ^ ^ 

Mr. M ark Splainqard : 'I think it is hard to disagre^^that .we . 
have a general responsibilit^f that kind. The problem is 
. with the specifics that hdvj«ver been worked, out sati^fac- 
^fe^toriltr." How l®ng must a medfSal graduate work at what, and 
' where? It is with the particulars, not the, general ^^rinciple^- 
th&t gets everybody sb upset. * " ^ * . 

' Dr; R oger Bulger ; I can' easily answer this because I am . 
too old and incompetent to have , to serve: I think we must 
recognize and accept this responsibility.^ There is. a question, 

* for example, as to the constitutionality of a draft. I thmK 
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the current manpower bill is very workable. I would also 
note that. the profession itself can, and should, address 
,this question of providing more adequate health services 
to all t^e people wherever"t:hey are located. 

Dr. Bergen? My answer is yes "as long as it is equitably 
done. That is the only stumbling block right ri'ow. 
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Background Paj>er 



ONE WORLD OR MANY: AMERICA'S 
ROLE IN MEDICAL EDUCATION 



America has a long and honored history og contributi^ig 
to the medjlcal education programs of less developed nations. 
Before 1940 missionary organizations and the Rockefeller 
Foundation were the prime sources of *"this assistance, making ' 
major* contributions to the establishment o^ more than a score 
of medical schoola.fn other lands,' Since 1'94Q> the pace has^ 
^ quickened as other philanthropic agengies* (such*^as the 

'Kellogg Foundation, the ^China Medical Board, the Commonwealth 
' • Pund^ the Milbank Memorial Fund, 'and the Josiah Macy, Jr., 
Foundation) have made capital, operating, and fellowship 
grants to strengthen the medical educatiofi systems in coun- 
^ t3^ies where sugh help yas needed. Increasingly, the Federal 
J^^^TvSovernment/ operating through such units as the Agency for 
Intetnationa.1 Development and thf National Institutes of 
Health, hpis /offered substantial *assistance both directly and 
^through American universities tp the solution %f still seri- 
ous health manpower problems in the developing world. ' 

In this historical perspective there can be little doubt 
of the genuine concern America has exhi5ii:ed for those in JL 
ne^d, and the sincere efforts it has launch^ia to assist them. 
- But as one thoughtful American observer \has noted, all of 

^ these effqr^;^ "whatever theix positive values, have— been — .-^ 

piecemeal (and) opportunistic. All have attempted, more or 
less successfully, to ti:ansplant or to adapt Western .^uca- 
tional methods to developing countries*" America is not 
alone in such behavior, but it may^ inadvertently have con- 
tributed to what^are now see^ by a* major internati^^onal* organ- 

': ization as being among the mSst significant problems in 

health llanpowe^ prMuction» These include: \ 

. ■ ^ ' ■ ' 

• - . W3.de divergencies between academic and 

. training goals on the 'one hand and service _ 

requirements , consumers ' expectations . -r— » 

- ' • ' "167 » . 
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life sty3.e, and (most important) the general^ 
• ,. socioeconomic situation on the other; and con- 
sequently Tinsuitability of curricula,, methods, 
and evaluation for the training of health work- 
ers to meet commuiiity health needs and to^ork * 
in teams', educational programs being primarily 
directed towards medical and institutional cur- 
ative care and largely irrelevant to the tasks* 
required outside institutional settings or in 
health promotion ^ prWentive work, and 
.rehabilitation. ... 

There are growing numbers, both at home and abroad, who 
now feel that our sincere efforts may in fact be encouraging 
the development of educational programs that are inappro- 
priate to the ne^ds of nations we want to help— and in at 
least one respect there is even some question about our 
sincerity. " ' ^ ,^ 

This fatter feeling is" pointed up by several facts. 
During the last 10 to 15 yeai^s., the number of foreign stu- 
dents admitted annually lio American medical schools has - 
ranged from 120 to 190, or a relatively steady 1.3 to 1.6 . 
percent of newly admitted students. In graduate education 
(internship and residency training)', ' however , the sijiuation 
has been very different (see T^le 1) . 

Table 1. Foreign House Officers Ey Nunber and As 

Percent of Itotal Medical Student Population. . 

Year Foreign Hot;ise"^£icers Percent o^ Total 

* 1959-60 9,457 ' * 22 

1964-65 10;974 ' ' 27 

1969-70 ( ■ A4,999 , • ^ 31 ^ 

1973-74. , . '^N. 19,333 " . 

in addition, the number of other trainees (usually those in 
specialized 'programs such as postdoctoral research fellowships 
which carry^no significant patient care responsibilities) rose 
from 1,925 in 1964-1965 to 4,106 in 1971.-1972. Since then the 
number has been receding so that in 1973-1974 thgr^were ^,4 99 
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^ ,^ Tlffere is little suspicion of self-serving motives in 
the admission oi foreign students to medical schools (although 
in some quarters there is a belief that the basic medical edu- 
cation here may not be' best suited to those from other '*<5ultures 
and socioeconomic sys't.ems) . Suspicion is only slightly higher 
itr-connection with special training E>rograms.^ liTcontrast , ' 
there ^is widespread question of our motives in offering inte'rn- 

sjiip and residency training to such a la^e number of foreiglT 

nationa;Ls. It is heighjtened by the aggressive recruitment pro- 
grams that some American hcrSpitals carry o^t in o'ttier nations, * 
the absence of any significant effort to fashion mternship^nd 
residency experience to prepare trainees for dealing with the 
raos.t pressing health pi?ol51ems 6f their own* countries , and the - 
inescapable ev.idence that large numbers remain in the Ufiited 
SJtates servinjf our needs 'rather than* returning to their home-^ 
lands which provided their general and ba6ic professional 
ediication and which usuaj^ly haye a desperate need for their 
services (for example, India, which provide^ 19 . percent 'of the 
foreign interns<''Snd residents m the United States; 'or the 
entire Asian subcontinent, which is the SQurce of 6S percent 
of these trainees) . 

Some writers have suggested %iat it is not so much the 
attraction of America as the lack*of Opportunities at home 
which leads so many foreign medical graduates to seek further'^ 
training here, and then to remain in a setting where it is botli 
easier and financially more attractive to practice what they * 
have been trained to do. Many countries recognize their own 
deficiencies in these arecfc, and are striving to correct them 
in an attempt to,^tem the outward flow of trained personnel. 
Clearly, these countries need hel'p. The question is wjiether * 
our present efforts, in fact, are^ helpful. 

. Since there' is -no reason to believe that the interest. in 
international medical education 6f foundations, the Federal 
government, or individual universities will disappe^lr, iX may 
be timely to reexamine the nature of these institutions* activ- 
ities. Is what they offer >to foreign medical students and 
SEfecial |;raanees a kind of education that is needed in the 
countries of origin, and can it be used in those countries? Is, 
what we export through short- and long-teirm consultants ar> 
effort (conscious or_unconscious) to transplant Ame*icein atti- 
tudes and methods to other*^ountries , or an attempt to explore 
with them a variety of option^ from which they can select in 
whole or in jpart wha^ is.^b.est suited to their specific needs? 

The problem of graduate medical education is more diffi- 
cult to resolve. It is already being addre^ed in jiational 
health manpower legislation now under consideration in Congress. 
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But this represents a restrictive approach—^ proposed ceiling 
on numbers — rather than an. ^tempt to |ind sane way to make 
more appropriate to the needs of the countries from which for- 
eign graduates come the educational experiejce they are " * 
offerted. There is, at least in some foreign settings, a 
strong f-eeling that the propos^ restrictive le^ialation will 
be most useful to them, because we in 'the United States simply^ 
do not know enough about their needs to fashion an appropriate 
educatipnal experience for interns and residents." Neverthe- 
less, say tlvese critics, even if we did have such 'knowledge, » 
it is the attitudes and values acquired by living irf America, 
more than anything gained m the formal e<&ucational • program,-, 
that are incongruent with the nee ds^ o f the developing wotlQ.^ 

These are some of the issues which the symposiuin p.a^el • 
should address with attention to the following specific * " ; 
questions: ,w . " . , - ^ • 



0 Are such criticisms of American assistance ^ 
' programs ip medical education widespread? . 

• what are the gi^eatest needs in international 
medical education to which wel should give ^ 
attention? - ' 

'*0A^e there ways in which we can* use our -re- 
sources more effectively in assisting ^ 
developing countries to 'strengthen their 
medical* education systems? 
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> ONE WORLD OR MARY: AMERICA'S 
ROLE IN MEDICAL EDUCATION^ 



John H. Bryant/ M.D. 



Introduction 



The background' paper for this confere^ic^n America's 
role in international medical education states that American 
contributions to medical educa-tion in developing countries ^ 

•* #Have bean piecemeal ands^ejpportunistic . 

#Have inadvertently contributed to -problems 
^ . • health nianpower production {and> I will 
afld, distribution) . ' % 

^ * * r > 

• Have been exploitative-in using foreign 
• medical graduates. . 

#Have tended toward transplantatfoff of Amer'- 
ican ideas* ' 



^> I couW quacrel >ith the words and insist on excfeptions'^ 
but I am^in general agreement. My major problem with these 
particular issues, however, is, that^ey distract us ^rom the 
central problem and lead, us to the wrong questions. ^ ^hey 
focus mainly on the style of American contributions £md would i 
le^d us^ to discuss <^iow America mig'ht^ be less opportunistic,, 
exploitative, and intellectually paternalis^, The^e- matters 
of style are important but;; secondary,. . The Central problem is 
that medical edu cation is, ,to a signrficant extent, socially 
dysfunctional . That is a worldwide, problem, but its ,inani- ^ 
festationsi in the developinig coun&ies are extreme to the 
point of hi^ah tragedy. ,The cent:?al questions, ther4fore, 
have^o do with America's contribution to tlfat jJ^oblein:, the 
extent to which, we, as Americans ,^ will face|what I consider 
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to be^ major ethical dileimny^ medica]Peducation , and the 

* extent \to which our resources are relevant tq working with 
"the proDlem.^ / 

1 . - 

^ i This presentation falls into four parts. I will begin 
by describing some national needs of developing' countries 
toward which I believe medicajf education should be directed 
^ and then ide^ntify some major failures of current patterns of 
medical education in relation to those needs. I will 
describe as well some relevant American resourc^fes and, 
finally, how they might be used more ef f ectively *in dealing 
with the most ";s4^iient 6t these problems. Along the way, I 

• will try to show how some lessons from the pas^t may, assist 
us in' being more effective in the future. 



Medical Education . for ^fhat? 



< 



• Our ultimate concern, I believe, is for the health of 
^11 the people of a region or country, and Qur interest in 

^medical education is directed toward that end. I state this 
unreservedly as' a matter of social justice (Bryant in press). 
Understanding of this issue should be unequivocal. This 

» pbsition requires that medical education be ji^dged finally 
not on its theory, practiofe, and internal refinements but on 
outcomes reflated to the .health .of the people and the health 
services they receive. 

We need to^ask, therefore, what are or "should be the 
circumstances anc^^arrangements for addressing^ the health of 
the people and thWir needs for health services, and what are 
the implications fo» medical education? We^^will loolk at 
those circumstances and at some of the Key ^ults in the , 
•provisiofn of health services. ^ ' ' 

* _-To l?^in vuth, , health and health services ^cannot be 

separated from the larger ^cipeconomic' ap^ e?tivironnei\tal * 
circumstances in wl>ich people live, and one of the 9i^ed^ 
difficulties facing health care and therefor^ mediccfl oUuca- 
tion 19 how to integrate more' closely with other sectors of 

"^community and nat/fona^ development. • - 

'1 , ^ • ., . 

Poverty is a^ central problem in the developing countries 
and Kealth'and medical education are inextricabiV related to 
\ it. Th^re are 750 million people in poverty in the. dev-^lop- 
I sAg countries/ ^5 percent of them in what the World Bank • 

refers ,t'o as absolute poverty (V^orld Bank 1975)^. The intran- 
! silence of the probdem'lis reflected in the glac4.)al slowness 
of . improvement. Between 1960 and "1972, the per capita gross 
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national product m the dev«-lroping countfries increased at 
the rate' of abaJt J. percent pervyear.. Giovernmental. expendi- 
tures on health riTr.jreal dollar^)_^creased at 2.1 percent 
per year (Sivard 1974) . ' * 

While t^ese data have their place, "we -must keep un mxnd^ 
♦that such » economic-measures describe a narrow aspect of 
, human life and development, just as the usual indicators of 
health status, ^such as mortality and morbidrty^ are limited 
measures of health and health services. -^A' t^hallenge is to^ - 
find ways of conceptualizing life and development m human 
communities, m te^rms that'go beyond such- measures Life has 
greater purposes than to live long and cfontKibute to GNP! 

* ^The great prc}blerti3 of providing health, services iij 
developing countVies center on extreme limitations of re- 
sources*arid wide dispersion -of popul«|tions. ' Governmental 
expenditures for health services ar^ 5ften^less than one 
'dollar per person per yye^ar. Further, relatively few people 
are reached^by modern' health services — ffewer- than 5 per<;ent 
m some countries^; 15 p'ercent ,is a more usual proportion r* * 
unusual is a proportion of 4*0 or 50 percent^ (Mahler 197 4) . 

•. * s ■ - ; • " ■ / • . 

« I emphsisize that respurces are extremely limitfed and . , 
that lar gee portions of tKe populations of..th'e world have 
little or '"So access to health care, so we ^hall not escape 
from understanding their deprivation as w§ Xopk e^t the impli- 
cations for medical edqcation. * Further, we must see that, 
^this^ip:^ Jong-term, not a short-term, problem. The* problem , 
IS not merely one of limitfied resourced ; - the Resources that 
^e available are •sf ten not well usedt- Many . shortcomings 'irf 
the provision of health services coiJld be identified. Som^V " 
tKat^have important implications for medical educati^on- 
inc).ude: ' ' 



.•shortages of physicians. Ratio^^ange from 
one p'hysicia'n for a few thouafand population^, 
'to one for several hundreci^ thousand, the 
latter, mctredibly, almost the rule in rural 

, areas where mosV of' the populations live • 
. (Bryant 1971). The problem has twd aspecte: 

an obvious -and appalling quantitative short- ' 
^age of physi.cians, >and a more subtle but 
crjac'icllly imtjortant quaivt-ativ^ shortage of 
phySiciana^ who are prepared to deal with the 
special ^Jrolslems of prowTdifig health services 
to large populations •with limited. resources^ 
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^0 Orientation of health services^ riealth 
services are latgely oriented toward cura- 
tive services with inordirfete investments 
, ' ' in hospj^tal-bas^d services rather than 3Kn, 
more balanced programs that also emphasize 
promotive and preventive programs atr health 
Center's and in communities. There is 
li^Qited interest land competence among physi- 
cians for developing these emphases. 

# Inadequate use of paraprof essional and vil- 
' 'lage perspnnel. A special casef||.s the 
delegation of simple me'dical^ S^^^ tas'ks to 
nonphysicians, which can free p^i^^i^ians to 
assiune leadership roles in developing broadly 
oriented health care pipgrams. A continued 
< 'widespread reluctance tcr delegate these 
responsibilities constitutes/a major obstacle 
to the reform of healtih services (Bryant 
V 1-971). ^ 

'# Irradequ^e use of community resources. The 
' poorest' communities have resources tha^t can 
support health care efforts. Among these 
are manpower, ideas, ^crops, dwellings, artd^ 
often, money. In addition, the community 
itself can often most^f f ectively pursue 
Some of' the most important initiatives in 
*heal£h care — education, nutritional programs, 
^environmental changes, simple medical carfe, 
and identif iqation of those peoj^ in great- 
est need of health care (Newell 1975). 



The Response of 'Medical Edt^cation 

Thus, health services .reach only a small* part of the 
population and even then they oft^ fail to relate effectively 
1:o the broader needs* of the population. The importance of 
this larger problem for mpdical education is the crucial, role 
of- -physicians in providin'g care, ;in leadipg others in the 
system for providing care, and in shaping local and national 
policies for both .medical edjup&tion and health services. 

For the^purpoa^ of this discussion, let us foduh on "the 
particular and most salient national need, which is for physi- 
cians who arS, iRterffsted iiB^fcrking in the locations o'f 
greatest nee^*, particularly the rural areas and urban "slums;, 
and who understand the' tecHnicar; clinical, eth|i$:aJ., and-- , 
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social issues involved in developing* broadly oriented health 
care ^programs 'for large numbers of people with limited 
resdurces . * ' 
* ♦ 

Medical educatipn in developing countries has generality 
acknowledged these needs developed educational programs 
directed toward them, but the results have been almost uni-- 
f onnliL marg.inal . , The programs have had varying effects on ^ 
prof ession'al conpetencies , bjjt they consistently appefe to 
have had limi-ted influence Cfn career decisions. A pattern 
seen;.again and again is that a very small proportion of 
graduates choose voluntarily to' work m areas of great nation- 
al need, and', when cc«npelled, .their resistance to service is 
often high -and their motivation to function effectively is 
low. , 

A key is^ue.is cost. When only/1 m 20 graduates chooses. 
t6 work in a Idcatiion of national need (tha\ is a realistic 
pr^oportion) , the cost^ m public funds of placijig a ph^jsj-cian 
in suQ^ a location- is 20 times the "unit ^,cost of physician ^ 
production — a half million to a miflidn dollarsJ '^he r'femain- 
ing 19 graduates choose to migrate to other* countries or to 
work i:n the major cities whejrfe their contributiorjs to 
"national nepd may be negligible^. Thus, there i^ vast slip-"*, 
page between the investment of public resources* and the return 
to society m terms of effective services provided (Bryant, 
February 1976; VZotld Health Organization 1975; World Bank 
1975), • ' ' * ' ' ' 

- . ■ • ' ♦ ' 

-While the problem of career choices is extremely, compli - 
qated, I ^ill address it from two points of view, one having 
to do with medical education directly, the other from sJ^mor^ 
'general perspective. I 

^ First, a ^reason for the limited inf].uence of medical 
education *on career choices has to do v^th' the type of educa-» 
tional "solution" developed for it, usually i^"* the form of a , 
department (or occasionally an i^nterdepartmental program)* of 
social* and preventive medicine or communitv medicine. * This 
^ type of solution follows the evolutionary pattern of medical 
schools in which anew dfepartrtent is added when a new ^disci- 
pline or educational emphasis is /required. VThile this mode 
Of institutional* development may.be well suited for adding 
new conten-t to t^he** curriculum, it is poorly suited for deal- 
ing with the entirely different problem' l>f shaping career ^% 
interests and choices. The mission of the department of com- 
rtiunity medicine •;ls completely o\>ershadowed by the remainder . 
o£ €he educational environment and experience. Technically^ 
sophisticated , spe^iaity-oriented , largely hospital-based ' 
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experience is provided by a faculty -Vliich has'inade its own 
commitments to -that kind of setting ^nd .to what it clearly 
believes to be intellectually exciting / pj>of essionally pres- 
tigio\is,. and economiGally attractive. In contrast, the 
effort of a department of community medicihe may be logical . , ^ 
in direction but is generally' inadequate in scale viS-a-vis 
/ tite context in which it' must function and the outcomes that 
are required. ^ ^ ^ , ^ 

Different positJions can be taken on' this prpblem of 
medicad education. >One is ti acknowledge that /here are 
inWrll doQ^Licts among the missions of medical education 

-rand ^Lt competition for student interests and career choices 
IS iMt table and appropriate, nodical education must strive 

. to b^Bt the forefront of modern biomedical science.. For it, 
to beTtherwise as a matter of policy would be darfge;:ouS'^o < 
the corf^ept of higher education and short change both the ^ 
student^f medicine and the public tha^: has or potentially 
might havfe access to health care. This mission will- include ^ 
specialty and subspecialty medical care i]\ Mniversity hos- 
pital settings, though strong efforts should be r^de to 
develop a balanced involvement by the medical school in the 
full range of health problems and health care -settings reflec-. 
tive of -national needs. THe £inal outcome of career patterns^ 
of graduates wiU^depend on individua.1 student choices, ' 
influenced temporarily perhaps by some foiro of governmental > 
service . * * * ' ^ 

Another' jjSsition is that the actual needs of the public 
must t^e precedence, tha*t current approaches to medical edu- 
cation "^d Dhysician reci;uitment are grossly inadequate and ' • 
, scandalously expensive and^ that ameliorative steps , taken by 
'medical educators are ineffective ^ amount to what Robert 
Alford callsj "dynamics without^hange" :,KAlford 1972), an 
elahoraj:e cKaradb in which tne problem is identified and 
solutions developed that represent minim£ divergence from 
established ^patterns of medical educ^tiol^nd practice, but 
which can,b^ used Joiitioally and professionally ^ show that 
something is being done., ' ' ^ ^ ^ 

The problem' of medical educa-tiofv then is a nultidimen- 
sionaX social problem In which vf^U-feasoned arguments can • 
a-ligWd on4 agamst the , other . .1 take the position, hpwever, 
• that the miss-ion^of. medical education is rationalized? that 
vast'and'preciotis. public resources, 'generally allocated to 
• medicaL d&ac^tidn^r the {Purpose of bringing health . services 
to thr public, ^are-used in v^ays that fail that purpose. The- * 
^ jdilehji^ xH^lVe's. -wha't i? widely ;consi(3ered to 'be excellence 
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i^nedical care, together, with associated pftojessic^al] and 
^pe^sbnal opportunities, drawing students away from, ^oc^ally 
^ • necessary roles serving public need. I am not spre hjfw to' 
balance mec^ica^l education with public 'nee^, but there should 
be a way. Imy consideration of Ainericcin involvement ia 
medical education m flevelopitig countries should de^l With 
this ^robl^m directly, not(only as ^ matter of technical? 
interest, but^also of mo'r^l responsibility.* 

' Another question one might consider is to what extent 
career choices* such as location and specialty are actua'lly 
^ problems of medical education. The determinants of those 
choices are broad, including factors such as personal and 
family sen§e of wHat a. physician should be; national, social, 
" and ecoiy^mic values relating to physician roles; professional 
and social amenities associated with practice settings; per- 
sonal economic return; substantive content of the t^e of 
practic^. and so forth (Taylor et al, 1975, World ti#lth 
Organization 1975j . ^ While medical educational • experiences 
strongly influence some of these determinants , one would.be 
oversimplifying to consiaer the matter solely an educational 
problem, if this is so, approaches to 'the problem should 
extend well b^ond the boundaries of mecjical <^ducation- 



What .Are the Relevant American Resojarces? 

« 

. In considering the contributions that 
mSclfical education m develoomg countrie 



erica might make 
to mSclfical education in developing '*countriefe^ one should 
focus Attention on two problem are^s described earlier: -1)' 
health care programs that. are more effective m reaching popu- 
lations with ^mited, resources ; and 2) nedical educational 
programs that will prepare physicians with the nS^vation and 
cQSfipetenpies to function effectively withm those' health^ car^e 
programs. * ' — ^ ' 



In the development of h€talth, services, the United." Statjes 
has rapidly (growing capability in such areas as healthy plan- 
ning,; coordinated netv^orks of ^alth , services , use of Varied 
health personnel team.s / . development .of \eli^|j^one and television 
communications ,# and* use of computerized data systems. Some of 
these, if c^refuliy selected, can be*applied to the 1^^'alth 
cafe problems of developing countrties. Nevertheless, one must 
remember that the United States has -had virtually no experi- ^ 
e*nce'with ,the sp'ecial problem of providilig health, services to 
large, of ten. dispersed, populations with severely limited 
resource^ (the current per capita^^'expendlture for health m • 



th^. United ^States xs 



%00 to 1,000 times that, for much pf Asi«a 
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and Africa) (World Bank 19J5) The past^. gives us cause to 
worry-that ^thfe indiscriminant \rse of technology intensive, 
data heavy, and cost insensitive approaches to health care r 
w^il constitute a new generation of irrelevancies trans- 
planted Ifrom the United States to developing countries. 

In medical, education, , America has undeniable strengths. 
The irrelevancy of some of th^se strengths for developing 
countries- and trfe distortions caused" by them have already 
been alludtd to.' Beyond these, there are areas of American 
medical education that can be useful to developing couirtries 
and-which, by their. nature, will be relevant to Local inter- 
ests. As a leading examp^^e, the principles anA/me;thpds ^f 
plapning and evaluating madical education provide^ guidelines 
fat foreign nationals to dSvelop their educatiTDnal programs 
according to^their own needs and objectives. . * 
*' "* • . ' 

_ Beyopd thesQ capabilities relating directly to ^alth 
services *and medical education,' there are more general 
characteristics to be drawn from Americi<< including: 



. -^Flexibility and adaptability.. 

^ ^WiUinJsness and even interest m breakrihg 
with the past. ' ^ 

^ #Creativity and mno^tiveness . • 

#Willingjiess* that .of ten" amountfe fo audacrty in 
_y tackling c<5mplex problems. ^ 

" #bpenness to criticism and 'sel^-criticipm.' 
^ . %- • - 

i #Ability to keep up to date in' one's field. 

These cKa^acterist^cs of style and. function are, of 
cours'e, not Onique to Americans but th^y do ocAr regulanly^ 
More importantly, they may be apjilied in working with foreign 
nationals whoio£ten cTeal with complex and sometimes* oppres- 
sive problem^; particularly in the .bureauciTatic structures 
;^/ith\n whicR they must function. 



sSt' with these strengths come ^f laws that X)f ten misdirect 
'''^nd compromise the potenCial contribution of American tech- . " 
nical.assi-stance-e'f forts (Bryant^ April 1976).* One bf these 
flaws is s^e'n in "a pattern repeated over and over:' A ^robl^nw 
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*i§ +dehtified and ^ solu4:ion developed, of ten -at high, cost 
and with years required for implementation. Lajier , it turns 
4 out /that -the understarMmg of the problem was superficial and - 
the solution, though perhaps logical in direction, was in- 
effective, 'Usually the problem has underlying causes and 
relationships that are not seen, arfd the ""solutions are not of 
the force and-riirection that take those issues into account. 
Th^re are at least two sets of reasons for. this pattern of 
failure, one having to do with Americans, the other with the 
problems them»elve^ 

Firsts many ^Americans (not only Americans, of course) 
have a. mistaken confidence in thexr ability to solve problems, 
probably derived from American 'his,torical suce«sses in deali^ig 
with technological problems. Tho^ assumed ability is appfied 

. to a^varigj^y of problems^ often uncritically, mcludo^ng . those 
associated with medical education and health care, which are ^ 
^frequently of a $pcial nature and not easily amenaJble to 
solution. ' ^ ' • 

- - - - - ^ 

I Second, the problems themselves represept traps for, the.- 
unwary. They have layers of complexity ttfat are diJpfj^ult to'^ 
discern, and the solutions often have unintended outcomes that 
appear m at*least two forms. 4 



^ Some, splutions ate marginal in effect. Th^example has ^ 

already .been^given« of the preparation ^and recruitnfene of 
physicians for national need. The weaknesses in ^eaimg with 

>this problem-are at least twofold. The ugual solution is to ' 
set departments of ^" community medicine, but these, are tqo 
weak as instruments of change whem simply added' to. the exist- 
ing styuoture and content of 'medical education. Further, the 

.^'problei^ IS usually seen as a me(;iical problem-, a'view which 
^ defines the' problem too narrowly; an^ the failures^are thejx 
s^en largely, as eduaatioijal- failures, _a view wHlch. assigns 

>- failures too narrowly. ^ 'f 

^Another example, this" -time' takeh from health /services , 
IS the use of auxiliaries, s.ucH as mediCafl assistants, as' a .... 
solution 'to the physician shortage problems, a solution that ^. 

. IS in the right dlr^tion' but falls far short of bringing 
health services to t^^€^ populations. In actuality, it is ' 
necessary, td' go beyond auxiliaries to th^^use of village 

^ health worKers, ^ho f;^^esent another social Sr manpower 

r^esource^ ^ • ^ ^^^V^' ' * • ^ 

' \ While .failures and marginal 'efforts often-tollow from • 
"t||^^nade^quate 'understanding of problems, at other times they are 
'''me to forces beyond the control of those involved—a project , 
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may be thwarted by unpredictable events, such as rampant 
c inflation, or there simply may be bad luck, ^such as the loss 
crucial loc'al ^leade;rshi^. f ^ * * ^ . 

Unlike those solutions that are marginal in effect, 
• some become oart of the problem. The m6st ^fanous^ example 
here is that-^iealth care prog rams ^develojied to deal with 
widespread disease, and disability ^in developing countries 
have contrfbutM to the problems of population growth. As 
another example, the effort to address t^e. health problems 
of developing countries through high qualWy medical educa-* 
tion has resulted in yo^ng physicians choosing areas of 
pp^ctice other than those of national need. ^ 

More Effective Uses '■bf American Resources 

Since current modes of medical education are often soci 
ally -counterprodti?tive, American contributions to medical 
'education in countries of the. developing world must be formu- 
lated carefully. There are at least five areas of activity 
in which initiatives couXd be constructive. They include: 
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" % Health servicf^ related fe) population needs . 
r .The liipited experience of Americap^s in deal- 

^ ' ing with the special problems of providing 
health ^ervice«#Cb large population? yith 
extremely liili^ted re^fources shoul;^. be noted.^^ 
Em^>ha^is should not be on transplanting com> 
n6nent? M the Amerjican health system but " 
using American creativity in searching with 
foreign nationals for' improved approaches fol^- 
t:heir 6wn settings. Examples include' finding 
"new, modes of -using community resources for 
health care; formulating new measures for' 
evaluating 'the contributions of health care 
to health and to individual and community 
development; and me.thods of using limited 
resources for health services that take into 
■ ^ account total-population needs and the dif- ; 

•ferential needs of individuals and population , 
groups . • * < . ' 

0 Public inve*stm6nt in alternatives to Q'nder- 
graduate medical' educati,on . ^Du6 to' the great 
• - slippage 'between public investmeat in med- 
^ ical educa^iion and return in-jteriff of ^ 
*serving National need, there* should Ke 
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Rursuit of 'alternatives tha± micf^t yield 
greater returns. -If^Jiew resources are 

not available , funds could be recovered 

(over the great^ oppositi-bn of medical 
educators) by ^educing the^ numbers 
medical students (particularly und^r ' 
circumstance? in which a» limi'ted 'proper- • 
tion choose to work in areas'of need) and 
reducing invAtments m university hospital^s. 
Some examples of these alternatives are: 

— Gjpater attention to the con^mu- 
iTig education of ^those physicians; 

• who have chosen ."to Serve in areas.' ^ 
of need^ i(icluding substantially.' 
increased pr^^yice and ipservi'ce 
education. * i - «. 

" — Priority to..^mproving the condi^fions • 
,of^'s6rvice in' areas o^^edS^ inc.^ydin^: 

' improved housing; ^yper'imehts wrth 

^ , ciust,ering lyhysiciafns and athei? l>ro-: 
•# f e^sionals^lhvplved' in^egional service 

^ programs as^ a means of ir^rbviric^- the 
^ soci'al and prof essionaL..^nv4ronnient ; . 

improved arrangements for schooling <v 
their childrertj-'.lmproved professional 
resources such arr laboritories;, com- 
munications, and consultation systems; 

- and increased firianciali incentives 

(Bryant 19-76;'* '•' / . ' ^ 

^ \, 

— inbi^easedVemphasis oi^, researxjh- and * 
6evejfopihentr*i^r*^health ^ervicfes^ "with . ' 

\ Sp^Xa nfe<J>th personnel par.ticip^ting*, u 

^o^hi^t'^'i^i^P^^s heajjh se't^ces and 
. to '^d to the^ehse 'jthat thel problems 
\ ' are k matter of^cpncerri^and tViat Tocal 
' r^inir^iatiVe i'S. we^i^e.^ . 'Indonesia Is \ 

^-i 'tr d'oing thfs, and i^gjootto/ '-^let'-a. v ^ 

i* thousa'rNd f lowerjs ; g^ut^^^ras « stimulated 

.initiative* and'' 'improved rale in; 
" rural seirviQfe. 

-r Increased* ^phasisppn^ tl^e 'fe^ufcation of 
■'paramedical an^ yii?^,e he^^6j^)^son- ^ ^ < 

ne'l, including I'atteitti^n SOt^^UC^ ^ 
^ methods thai^shou^.,ma:t'^^ ^at. gi^^ 
medical educationv??t''lOS^e{£^iide]^^ should 
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be brought into closer relationship . 
• . with educational programs fpr physi- 
cians and other health professionals. 
, - * ♦ • 
*^ Br6ader approaches to physician 're cruitment . * 
Such' approaches might include efforts to ^ 
shape national public unSer standing of prob- ^- • 
lems through the press and thrOugfi-pr^es- . 
sional and publ^it discussions? .attempts to^^ 
orient prospective medilcal, student^ toward 
\ a different image of the professional life 
of physicians; and.^he use of criteria of 
selection directly r^elated to service in 
^ ^reas of need. 

# Increased effort to develop a cadre of Ameri- 
can prof essioryls in intern ational health. 
- These men and Wnen ne'ed to understand both 
the problems of «i|e developing countries and 

* ' how^resources of America can best serve in 
those'^countries * 

• ' . 

• 0 New approaches to ^medical educal^on . Radical 
.experiments 'in medical education are called ^ 

for that have th^^ overriding objective of 
producing physician^jtfho are committed to . 
saving in' g'eographjSal, areas of Rational need _ ^ 
aid who are competent to function in a service 
role. Program elements should be explicitl/V 
directed toward tha$: purppse.. These should" 
include: formulating educatiairari-objectrvea— 
>and curriculum, locating the educational pro- ^ 
^ grams, developing 'the academic structure, 
selecting f^tculty, recruiting students, formu- 
lating mod^s of student ;and program , evaluation , 
' , and establishing con^liUons ,of licensur,e, and 
postgraduate placement. ^ ^ , 

Just how to structure the changes' necessary to accomplish 
this'^^bjective is -complicated; part of the problem of career • 
choices lies outside ,^ medical education, and most of the 

Problem of. prof^ssion^U comnetency is .divided between under- | 

graduate and graduate- fcedicfl education. But some suggestions i 

can Be jnad'e . • j| ' ^ ■ • ' '' 

For medical education to have a SA^nlTicant impact, on • | 

these problems, I believe it mu^ move strongly in the^direc- | 

tion of: l),focdssin#educatioAal a'nd research programs on | 
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local settings, and -problems and seeking a kind of excellence - 
^that is relevant to local needs rather than to th^ inter- ' 
national scene^ and 2) presenting students with a narrower 
l^ange of career options, established thrcjugh explicit state- 
ments of institutional purposes; corresponding program 
structure, content, and faculty; and the process of student 
'{^election. 

^his narrow^er, locally oriented -emphasis is based on my 
belief that all medical schools need not and should not pro- 
duce the omnipotent international physician. 

* ♦ ^ 

To provide more specific illustrations, I propose that 
the programmatic direction could iniclude the following 
elements: . C 



> Locate the school in a rural area. 



^Eliminate the traditional university hos- 
pital and base the progr^ upon local 
communities and health facilities. - 

#Min44ni2e or eliminate departmental emphases, 
which tend to recruit students to specific^ 
disbiplmes, and integrate the clinical 
* disciplines into patient and community health 
care programs. 



#Develop graduate medical jeducation programs 
that form a continuum wixh the undergraduate 
program) choosing specialtfy programs with 
care, and explicitly avoiding graduate train- 
ing in subspecialty clinical fields. 



^Focus research on local problems to include 
diseases and their management with respect to 
local resources, provision of .health services, 
communities in relation to health and health 
services, and relationship^ between health and 
development. i^ 



^ ,^uch an approach would create new^problems and risksf for 
^|»€^ical education, but these problems' and rji^ks have to 13e 
balanced against the fact of continued and extensive depi?i- 



ion among, many of 4; he world's populations. 
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ONE w6RLD or MANY: AMERICA'S 
ROLE.. IN MEDICAL EDUCATION 



I. 



V. Rama ling a swam i , M.D., D.S.C. ^ 
* ^ • 

r ^ * • ^ - 

' . ^ May I, at CTle outset, pay tribute^ to the contributigij, 

the United States of Amerit:a has been'hiaking to^ the atrengthen- 
ing of medical capabilities in the developing worl^^> A- njajor 
port ofi this contribution has -lain in. recent times in the 
trainijjg of clinical speciaiists and researchers in biomedical ' 
sciences. Some.' &f the trainees no\t occupy positions of respon- ' 
sibility. in teaching, I research, ai^^pecialized mgdical care ^ 
in deVelfopii;g^^un tries and.they^ are in a position to influence ' 
^ ^health service pattern's and health manpower de\jelopment in those 
» 'co^triesi^ 'l would like to dlscciss the critical' issues facing" 
the developing world in medical edtication and indicate the kinds 
of « responses needed. * ' < ' 

» * ^ * 

Il|t roquet ion ^ • . / ^ 

. js clear, pf course, f^hat deverlopin'g countries are 
- not a hcOTogeneous group. They v*ary considerably in the degree 
p% development,, the texture of lEheir societies, their economic V 
levels, an^in the trends* , speed , and direction^ of their prog- 
^ ress. Notwithstandirig tneir diversity in these and several 
other resjpects, they ^o i>resent in their' health scenes some 
^oc^o'^ character is ties and broad sim'ilarities. There is a wide 
• gap that' separates ^'adutely fe.lt (but largely urimet) health 
needs and Ahe resources available to meet them. Moreover, 
there is an equally wide gap be'twebn what medicine^ can do and 
*wh£lt it actually is doing — between the possession of knowledge 
. ' And" sob io economic ability to translate that knowledge Intq^the 
teality 5f •the local setting. Little congruence exists between 
' • the role of the physician and the'' nee^s of soqi'^ty; little 

equilibration Jkn be found between medical education and health 
, > . (care. The medical Mutation system and the health care deliv- 
ery system seem tj- have gone separate ways, each uncritically 
addpti;!^ the prevailing patterns of industrially advance"d - 
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• o ^186 • , • ^ 

« . • » 

countrfes. Each focused on individjjal hospitalized patient ^ 
care to the, detriment of f^tant line primary health pare, on 
curative services to the negl^ of prevent^e servi'des , and * 
on urban orient2rt:ion to the neglect' of .rural areas^. - Severely 
liinited resources were .being drayned'^ away an the^p'xiQvision of ^ ^ ' 
advanced level? medica-i ,c,are t.o a relatively Snail segment 
of the population. Tfie' health man^oVer structure became dis'- 
tortpd, taking the form of an hourgiass >rather' than a pyramid 
(Taylor 1976.). The value of indigenous .systems of health 
care had 'been, denigrated. Ove'rceritraiizati.on o^authority* and 
compartmentalization of services had become obstacles to inte- 
grated, comprehensive health care. I have recently described 
.the epsenpe of present-day health. care systems in the develop- 
a,n<g,worJ.*dV in a Slightly ^dramatized/way, as overcentralized^, 
overprofessionalized, WerfragiaentM, overexpenSive / and over- 
mystified {Rainali*ngaswinl i976) . » ^ ■ ' * 

EduQat;ional.and training ;{?rograms'^ frequently have become 
irrelevant and dysfunctional in relation to local ne^ds . The 
stru9tifre of, the curriculum, the interests and attitudes of ' 
the faculty, 'theisocial status df- the specialist, and the^^ 
whole environment of the urbaji teaching hospital militated 
againat the student-phygician ^cquiring a live interest in ' 

•.comrountlty health problems. Teaching hospitals were construce©d#^ 
with no meaningful links with the health stations in the com- 
munity. Curricula had be'en repaired from time to time but* 
fundamental changes were few. Despite the striking differences 
in the health status, health needs,' and resources between the 

"developed and developing countries, it' is astonishing for he 
to ^ee how homogeneous and uniform are the patterns of medical 
education, around the world. I am speaking » from personal ex- 
perience in India, 'the United iKingdom, and. the United States of 
America. , Vami.ly medicine, general 'practice, and primary health 
car« do not attract able' men and wanen. Our most competent men 
and wanen, have "not been^addressing themselves to the most * 
serious problems in health care. A recent study among interns 
carried out in India by my^wdrfe demonstrated that among -18 , sub- 
jects tested for their appeal for further study after^radu- 
ation, the sub:ject of preventive and social medicine vied with , ' 

• anatomy for the last position (Ramalingaswami and Neki 1971). 
There is nothing new in what I ^ave stated here. Many^of us 
have sung this familiar song on man^a platform. What then ^re 
the reAl needs of -medical education in developing countries? 

Needs of Medical Education" in Developing Countries ' ^ 

— *"] ^ 

While the method of medicine is scientific, its pui^pose 
irs' social. The scientific* basis of medicine remains the same 
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/ whether.it is practiced in ehitt4S|pTig or Chicago^ but. the 
circumstances of ats applicatioh'dif |^r wil:h l(5cal priorities 
and the social, econom,iJC,-and^x^lturalirGircumstance's ol^the , 

• local setting (RamaJ.mig'aswamvi^e?) . We tnust rerjember thS^^f 
at th^-.present stage of ou^**development^_. institutions respon- 
si^^le for^duca^ion and Vtraining of hec^th personnel have an 
opjSoi^n^i ty; to Influence national dev^opmerv^^and can be / - 
inBti^uments of social action by changing th^"conditions that' 
ftamper the application o^ existing knowledg*e. the doctor is 
sjtill respetted , even revered.^ • /* . . 

* ^ <» • 

. ' The first priori^- need iV a system of education orieated 

'towards the promotion of community health and'pr^m^ry health 
care, a system that i% linked unmistakably to the social and 
economic we 11 -being- of people and j:o national goa'ls^ of ^evelop- 
merit»* (Ramalingaswami 1973) . The goals of eciucatJ^-Op foy meditJal 

. and allied personnel nee4 to be clea-rly defined in -terms of 
meeting the health needs Snd disease, patterns of the^ommunity . 
These .general goals need to be translated into* specifoSsgoals 
and appjfopiriate instructional me'thods, curricula, and^^aiu-, 
ative\proc,edure^ instituted, fhe health profile of the pdpu*- 
lation; exitent of outreach services; econoniic sta!tus; culjtural 
favors; t^e relative roles of governmental, nongovernmental,' 
'and voluntary agencies^, a^d a host of other factors which vary 
between countries inf luenj:e .course content and learning situ- 
ations. In a pbuntry like India, for example, medical educa- _ 
tion mu^t %eckon^wi th the demographic imperatives that^ nearly 

, 4& percent of the jjojpulation^^are 'under 14 years af^age, 
^^crowded, as Bryant (1969), said, m ^n envi^ronment loaded with , 
the causes of disease and death. The health ^scene is charc^c- 
terized by poverty, »by a high*ratte of infant and'chiid loss 
compensated, by a high b*irth rate, and by a disease pattern 
reflecting the synergistic interacti^on between malnutr^ition and 
infectious* disease . There is a cluster, of c^iuses and a multi- 
plicity of effects, making it both ^esi^nomical and rational to 
employ an integrated approach with a, pa.ckage of services 
'^rendered by a health teain.' I-n a setting such' as this, the* 
.physician mpst function and lead the health te'^. A high J>ro- 
portion of patients will be chil<?ren and most oS-^ the problems 

, *wi;i .^relate to the cominunity and fehe environment rather than • 
tp thfe individual (Commentary on a 'Conference 1971). Th6 
physician should be able to use il'lness-r^lated curative activi 
ties as an entering wedge for reaching ^he communj^y with 
preventive health services.^ Thus medicine does not depend 
upon 'adding a few hours of rural medicine to, or of subtrac?ting 
' a few hours from^, anatomy in the* curriculum. It does not even 
depend upon adding spme_ psychology and ^social science-, a touch 
qf biostati sties, and some field" trips now and then. Funda- 
mental changes c^re needed.,^ changes that will deculturalize the 
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present system and reculturalize it, leading hopefully^to 
'behavioral change, a rehumani^ation' if you^ill, of the agents 
"Of health care (Kin^ 196S) . If conununity medicine is -to fj^ip ( 
the imagination of ^students, at must be based ori scholarly 
foundations. It must present human beings and their- ^enyiron- 
m&t as a blocuitural science through an interdisciplinary, 
holistic- approach. It must encompass human evolution, popula- 
tion dj^namics, the connection' betwe^en demography and disease, • 
fertility and health, the features 'of rural and urb^n environ- 
m^ents, host-parasita^'elationships , human growth and develop- 
ment, tiuaan nutrition, and patterns of health and disease ,as 
functions of the total environment (Boyden ^1969 , Ramalii^aswami 
1972)..^ . • ^ ' ! 



Responses Needed ^ 

• * 
Medical care of the future depends upon me'dicail educa-^^ 
tion of the present (Gregg 1956). -Many developing countries, 
aided by such- organizations a*s WHO,* 'are makij^g eJSforts to cor- 
rect the distortion^ and incongruities,! described in their 
health service and medical education systems. Conscious 
efforts -are 'being ma4e by their gqveynm^nts to extend , community 
outreach of preventi,ve and curative ^are. Sizeajj^le infra- 
structures have bden bui^t in the community. Several inter- 
esting and novel* models ot health care are being experimented 
,upon in different parts of the/3eveloping world (WHO. 1975, 
UNICEF 1976) . ^I^eor lentatipn of medical education to comm\jnity 
needs, restructuring of auxiliary cadres, and '^introduction of • 
a nejl type of communist-oriented health worker are beihg 
attempted. High priority is being given to integration of, 
nutrition, fertili-ty regulation, IrUunization,^ and pr.imary care 
services at critj.cal life Roints. Health care delivery and 
'medical education systems aBe being 'planne;^ togethei},' In my 
country, for example, a, group on- medical e'ducatipn and support 
manpowe'r- has articulated these concepts m a report recently , 
submitted to the Govierranent (Government of India 1975) and tSie 
Government has initiated steps m- the past few^ months to 
involve tRe medical- colleges In a ma/siv^'^oew commitment to 
medicai an^- auxiliary eddcation. ^ ^ 

Encouraging as this trend. is, current efforts are still 
Small and scattered in comparison wilih the colossal nature, of 
the task and its urgency. The ongoing experiments on alterna- 
tiv.e approaches to health, care ^delivery- and health manpower 
dev'elopment) leading to integrated services^ covering promotive, 
preventive, and curative aspects, with widest possible coverage 
and equal accessibility of services to all cil^izens, need to be 
supported. Institutions that are striving to establish 
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cSrilmunity 7 oriented medical .education an^ to train physicians 
"in th^e*- culture of, their countries n'eed to be identified and 
assisted in a meaningful way. ^ 

Jwat about tjhe mpre traditional ro4e the -United States^ 
has ^en playing in training specialists and 'reseapchfe^s? 
No onfe will deny thfe need for, clinical specialistsf-surgeons*, 
gynecologists* ophthalmologists, and so on-'-and for research- ^ 
ers to create the scientific and technological base required 
bo render the health services more efficient' and effective, < 
Training of people within these categories is necessary for 
the development of indigenous V^pertise/to solve local.^prob+ 
lems an(J for the achievement offl^mecJical self-sufficiency 
within the cowftfy. One cannot advocate on eit^er/or 
approach as,^-for example, primary care now; secondary care . 
later, . Primary, secondary, and- tertiary health carf-e and * * ^ 
compet^nce^ need to be developed in relation to one anqjther 
and with due reg^a^d to the urgent need for primary' care in ' 
the coKtext of scarce resources. In this light should be 
viewed the internship and residency training programs foV 
foreign medical graduates. Largely deternvined by the .needs *, 
o| UjS, hospitals* these programs ,tend to aggravate what is 
already a difficult problem for <5eveloping coujitries, .namely, 

^how to wean candidates away^ from the "more glaraordus clliiical 
specialties into socially more important endeavors and how to 
reduce professional piling up ,in metropolitan areas. \s %t 
possible that advanced training ^n the United States could be 

1/made supportive of^ and not irotinte:;pioductive to the measures 
developing countries are taking -$:o restructure their health 
services and manpower development to meet t?he elementary . * • 
health needs of thei'r populatidhs? > ^ " ' ' 

* t ' ' 

^ \ 

\ 

Talent, F light , ^ - . 

^ \ » . • 

Much hAs been written about the flight of medical tal^ 
ent from developing to developed countries. Medical migr'a.tion 
ils not a new phenomenon but, its excessively 'unilateral direc- 
tion (from de\5*loping to d^v^loped 'countri^) and its Voluijie 
have now become subs-tantial and serious. This occurrence^ is a 
complex one and a vari-ety' of • push* and pull factors are at^lwopk 
A deoade of deep concern and 'study Kas, not led to any substan- 
tive action. Some believe that, ultimately, economxc growth 
will take care of- this problen\ (Baldwin 1970). However, the 
problem may r^ot be amenable to di;rect attack. " It may inst^a^ 
be an expres^sion of. hum^n ^choice and So perhaps resistant to* 
suppress^ legislation.' Nevertheless, through understanding 
and'throupi joint initiatives' from both sides , a process'o'f 
change' could tjs initiated. Let me say -well that there' is 



much that- we in the developing ^jountr les. shoul4-be doing.-*, . ^ 

Oscar Gish (i§-76-) recently identified maltraining, mald.i^s- 

tributior^ overprcxauction; and low effective economic dem^-d 

as some C»f the factors upderlying medical -TnigifStion . Me^icaA 

talent is a productive investment, not a social overhead 

(Parthasarathi 1967). We need to develop a. sound st»a<.egy - _ 

Within our own" countries that prepares and retains -our- health 

"manpower, to serve our, needs.' OUrunanpovfer poUc^es. must be-.-^ 

related to 'our developmental ntfeds . We need to s«t up mor^ 

effective mechanisms for repatriating natwsnal-S w<?rking_ 

abroad." This is a- problem th^t has caused deep >conc^ern,Jo my 

.country wh^ch initiated .several* measures , the moat ^^11 .kn6wn 

of which IS the creation of transitional positions^ foe return,- 

irig scienti^s on their way to- permanent home irfstitxibions . •„ 

Th&foss of nurses from developing: countries to the affluen.t 

■L^tries npionly of the Ls\. but also of. the Middle East is^ 

another problem causing deep concern. • 

., ' I ; . J « • .• 

■ on*" the side recipient] countries, /Several measures have 
Been suggested, (Baldwin 197oj--im^oving counseling services 
for- foreign medical- graduate} befor^ and after *:t>eir,^rival,^ 
increasing the output of med-dal personnel trained- thfe 
united' States, and" assisting d^veXoping countries in eheir 
exper\m4pts.w.th' Alternative dels =f if^^J^""^; 

and health 'manpower developmWt to rfeduce depen<3^fe over 
trailed physicians. The cau-s^s" rather than ^symp28ms should 
be tackled. ^ » 
*. . ^ 

Concla^ion * » * 



I "would like to concl\Sde 



*with a- reference ta the Mothe^ 
Goose\h^e :who Killed C^ock bobin/" which is ■ someWt Wogr 
ous to what Dragstedt (19^ 'did some ye^rs ago wi^th reg^^d 
to the career o^ a .bril^i.nt|,dical ^^^-^^^Z ^f^^J "f^" 
is ^ medical student in a developing country vhrf,. like ftis 
con/agues, is full of idealiL, to s'erve humanity and wprJ^ for 
peopr^^^^^ hQ enters medicaifschool'., I do not doub^ has sin- 
cerity Respite Its monotony. He, along' With his 'colleagues , 
linds kittle 'reinforcein^nt' of his idealism as he moves from 
semester to semes^ter in medical school. He, like his col- 

^ - - • ontia%eity and naturalness -andf , 

Decomes what th^ l^te Alan ^regof. 



leagues, loses'his. initial sp 
>by the ".time he is an intern. 



by the xime ne is> xnuci.*., — - * ' ^ ,c.>c*-ar,o i 

. (l'95^%sed to call a protective fetereot^pe. ^l^^^-^^^^^^^e 1. 
After graduation,- he, iJe.hiE colleagues, «^=>»«^2o,i/ ^ 
ize anVa clinieal area and st^y,in th^ teaching hospitfa/ . 
• vhere the "best"- doctors practice the "best" -^^/^^HV 
•'turning to< his own community As ati e;<pression-.jf ^a^I^re- 
Tataing up. community medicine ks a postgraduate dareer a.s . -. 
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secoYid class. This is Stag| 2; After* €pend;lng 3 or 4 years • 
in pos't^raduate work aod. acquiring^ postgraduate qualifica- - 
tion m a clinical area, *he goes to ,(ae^;eioped' coun^^^, , 
starts pejTbaps'as aa interj? dr :)unior resident, and works his 
way up in*a_totally new environment, "He mamtaifta hls'initial 
intent qf iretutning to hi's ce^'^intry ■ to utilize his .trainmg^^ 
there. As tinje passes^ slowly, ins;.diously , the u;:,ge to 
^ return turns into <fesii(e and .desire into a philosoptiic resig- 
*i)aUoh, He now has the green^catd!- This is Stage 3. • 

' ' '\ ' . * 

^These are the stag-es'm the morti^ioabion 'of Cock Robin. 
.They ate rear and poignant *jid cry out for correctives at ' 
each stager. -^vTe cannot, afford to. forego ".addressing ourselvjes* 
to thes^ prol?leipsr These must be a. new mi^tlative^ and' a 
'caJlabox!*atiVe endeavour betVeen developed and deveiopmg 
countries. ' 



■f 
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ONE WORLD OR MAlrf : AMERICA'S 
ROLE XM "medical EDUCATION 



Introduction 



' It is a great honor and pleasure for me to have been 
invited to'this Symposium on Medical Education and the Con- . 
t^porary World, and to discuss the conti:ibution that the 

USA-has ma^e* to medical education in .the world. ' I shoui^^ 

like to' thank all the organizers,* and especially^ Professor 
Georqa E. Miller, for* the opportundty given io me. . • 

* The sub3ect— medical educaeion an'd the^contemporary 

world— IS actuUly an easy one but, at the same time, quite 
* difficult. It IS easy bec^us^ in the^past few decades the 

U-S. contributidn has'been enprmous . {^^evertheless , xt is a 
' complicated su*b3ept given- its magnitude ^nd some related 

controveriy. - $ince I have been(asked to c^iscuss hQw the 

U,S. contribution to medie^ ednc^tion in the world might 
- be rendered more ef f ective'and efficient, I shall try to 

cope with both aspects of bhe problem--the achievements a^ . 

well as, the controversies — from a personaf point of view and 

not as a WHO official. 



The U.S. Contribution to Medical nducatv on in the World 

The U.S. 'contribution to i^edlc^l education in the world^ 
has indeed been importa^it. Di3ci;ssing tkie initial i^^pact of 
the Flexne^^ fopbrt, L^ppard (1974) wrote that the year 1920 
markefl th^ beginning of a new 'era in medical ^^^icatioB, after 
stating that "the level 6f medical education in North America 
was far beloW that in Europe." The. U.S. contribution to . 
medical education ^stems in other countries ^^bviously started 
in th-e late ia20s and , ^ in legs 'than half a century, has 
coached the. highest peaks. This* centribut^ion. materieli zed^ 

, A ... 
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first, through institution building, both^ througlf capitaln , 
^ investment and fellowships, helping to .prepare* individuals • 
of other countries for teaching functions m the new insti- 
• tutions of thei?r couritries> and providing ^terijporary teaching ^ 
' staff. Next, it app^eared in the establishment' abroad of 
American univexsi^ie's and, finally, in .sending U.S. experts 
to help establisfi nev training ^institutions . Howevej^, this 
enumera^^ion need not be contv-Qiwd- since .these are all wel}> 
known and* welt-'publicized fatNts. In my opinion, there iV 
another aspect of the' U . 'contribution which is not of 
material nat;ur^ and is of much greater importance. 

* . ' . ^ * • .c : . 

The post-Flexn^r renaissance of U,.S». medjical educati6n 
^ has led. to the es>tablishmefit in this cotfntry of a network of 
research-or;iented medical sphools. As Qlaser staged in 1971, 
"The single most important factor ,thaf has influenced the 
developmer>t of American medical education .in the past 25 
years /las been th^* growth of research." Moreover, 'as' Rail 
^ ^ (1970)* said when speaking about the scienti-fic era^in medi- 
/ cine, "The hallmar^ of» this era is science and research, aird /. 

its trademark is American.*" The strong. and*—af ter tlje second - 
I iworld *War-- eve?" -growing influence e»erted by the Unirtied 
States on medical educ^ition throughout the world- could be 
^ summed u[^ by saying Chat^ the United St^i^es has set. an example 
in combining emphasis on basic sciences with emphasik on 
down-to-ezfrth .clinictil clerics hip (Fulop *1972)5, • ' 

^ \ ^ ' V ^ . ^ • 

^ ^The n'ew, postwar era^\n U.S. medical' education smarted 

w^tli thfe introduction of curriculum innovations, initiated 
. IdY Dean^earn,j at Western R^erve* Medical 'Jchoc5l. These 
developmehts led to soul-searching and scientific review of 
coi\tent and methods, and eventually 'to research vis-a-vis 
medi/;al education. . • 



^ A milestone in this development w^s the publicatidn of 
jthe now classical book by Killer and asspciates (1961), after 
which nothrijg-^ouid remain the same in m^ical education. It 
^was idrtit^ted that "teachers are not born," but can he^ "made," 
and that medical education also lends itself to close, scien- 
tific .scrutiny. Decisions m medical ^etiucation are, therefore, 
to be bafeed on scientific evidence, not on "educated gUesses." 

'The "Miller Book" was intended to be,^and*J)ffs become Hhe 
world oyer, "S soiree 'book for those who want to know more 
aboujt wAys in wh|^ji cbnt^por^ry- con6epts of teaching and * 
^earnincf might b^arput to lis^ in a medical" school" (Miller - i 

1961) . . - , « '-^ • . . 
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' in'.the. past .three- 'decades the'ideas generated by V.^. 

medical education have exerted at least ad strong a world- 
wide influence as have other more yil^ibl-e factors. The 
Vyestern Reserve-type of "int&grated curriculUm, with 'or . 
'without multidisciplinary laboratories ^ can i\ow be found as 
a, wen-accepted pattern in at least half of the more than 
IV 200 medical schools of *the world. If we read carefully 
the series of case studies describ^^ng- rtew, inndvative^ med- 
' ical schools "in the 12 dev:eloping countries (lowers 1970), 
we sh^lrl Jbe hard-pressed to find any which do not refer in 
one way or another to the influence of C.£. medical edu- 
cation. ' ^ * • v''a^ 

.The^tdea that first took roo£ m BufjEalo m the ^arly ^ 
1950si namely/ thafc teachers of medical schools should* learn 
'^bout and develop Competencies m.a systems approach to 
' planning r implementiiig , and evaluation of educational pro- 
grfiwis, and how to carry out research in med^al education, 
gave'birth in the late 1960s to a comprehensive, long-t^m, 
sequential, and woriflwide WHO teacher t^aining^proctram 
• (Fulop 1969, - 1972, 197>, 1974; World Health C>fgani2ation 

1974). The Center for Educational Developpmnt of the Unir 
^ venfiity of <Jllinois College of Medicinej^s designated as 
the WHO Interregional Teacher Trainin<^Ctnter m 1970. ^ 
From that time until 1974 , 13/v:H0 fellows acquir.ed^a Master s 
degree* in educatiojT.^nd 58 of them received 'intfensave 4-;.eek 
training.. The ma3ority of these 'fellows are now serving^^^s 
staff of'feo regional teacher-trefxning centers. ,By mid-1975 
eight of themtould be found irv f ive of the six WHO regions.. 
The next phase of the pregram, involving the setting up of 
national te^cher-training centers ^l^TTCs) , started m 1975 
and,Ut "is hoped,. wUl lead, by the end of this decade, t<f a 
»ituatax5n whereby all cophtries wishing to have a NTTC will ^ 
have one. In the last jjhase of the program, cente?6 or 
-i4nits will be established' as ' and' where they are needed, at 
'the level of individual institutions. Presently^ enlargement 
of the^scope'of functions of these centers is being blanned 
(World Health Organization 1976 urHMslilished) . ^ , 

The Center for Ed<icat5onal Development K^l^also been 
" serving' as"%a WHO collaborating center during the past 7.' 
f years' and has prepared a' considerable number of reports on 

tea^hfer-trainmg which have ^ec42ved worldwide distribution 

and have e?arned international- recognition: 




. Comments on U,S, Contributions to 
Medical- Education in the World 

• . . Speaking, abou€ the gfowipg impact of U.s/medical edu- 
cation in the world, Bowers says that "unf orti^nately / it is 
the most ^expensive of the export systems of medical education, 
, because of its emphasis on the^ teaching laboratory in the 
Basic sciences and small group teaching at the bedside in the 
clinical years/" He adds, "The most provocative and thoug^ht- 
ful new programs are coming frc»n the developing countries" 
(Bower-e 1970) . 

This argument is true. .'The export^ed U.S. patte4n of ' 
medical. education is not only^ experts ive, but nowadays only 
a few countries can afford to pay for it out of their national 
budget . However, thi§^ may not.be the most important .aspect 
o% the story, : ' w. , ^ . . . 

Programs developed in the United States — really exciting* 
innovations and initiatives — have been feverishly copied- by 
raany, ,of the newly established insti ti^tions and by qCiite a £ew 
insti tuitions already functioning, primarily in the developing 
world. The programs devel)^ed in the United Sta'tes, p;;esum- 
ably for U.S/ needs, are evidently quite inapptdpriate "f or 
^other settings where all the factors influencing tWe defini- 
tion of a medical schpol program, such as^ socioeconomic 
conditions, epid*emiological pattern^ consumer expectations, 
org^ni2a,tion of health services, 0r\d so onr are basicall^ 
dif^rent. Those programs were, unfortunately,' rarely adapted 
to local conditions. . 

t ■ - s 

f Experts fran the United States/ as well as those from 
many other developed countries, and scientists of the highest 
level,, full of, goodwill biit from a basically "paternalistic" 
approach, havetrigd to spread (and have done so with con- 
siderable success) the content^and methods of U.S. mediciri^ , 
and medical education. They have tried^M:© 9(6 so la all 
.possible and impossible settings, often without much idea of,' 
and sometimes even evidence of, concern fca;:' prevailing and 
decisivV.local conditions. * ' « . 

. . . ^' 

A/similar situation has existed 'for foreign students who." 
have come to ^thef uylilkstates to study. They have learned, 
no doubt, the bigh^t level medicine which, unfortunately, 
more often than, not, is of limited us.^, in their .hpme settnigs. 
Not only the content and methods,.' but also the att'^Ltudes and 
value eystem learhed, are generally incongruent with what is 
expected' of them at home. The situation was the same for 
those who were trained in their-^ oWT^sountry but according to 
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U.S. norms and standard^, following the Educational Council 
for Foreign Medical Graduates (ECFMG} requirementsv and 
measuring success by passing those exams.*: . ' • 

^. ' ♦ ' 

All , these, circumstances have undoubtedly^ contributed 

to the international migration of physicians, creating -» 
situation ►whereby in 1971 a WHO study ^und 6 percent of tl\e ^ 
world's physicians (140,000 .individuals) ♦wdrTcing in countries 
other than those of their origins, or in Which they had 
become natibna;.s ahd/or were traij^ed. Of these 140,000, .more ^ 
than half (75,000) were working in the United States wherg, . 
during the late IS^ and early 1970s, the average annual- 
int:rease in the r^Umbl^ ojt foreign physicians* was about 4,000 
(World Health Organization 197 6 unpublished)*. 

The phenomenon of • international migratjion of physicians 
is multifactorial and it^ majox«cause is tKe overall inter- 
national problem of^ unequal economic arid soci^al development, v 
However, the inapplicability of foreign-made training pro- 
grams is also ah important facto^, as portrayed Asy the famous 
example of a newly established medical school in a developing, 
country of which .the first graduating class iQft, in toto, for 
the 'United States. With the assistance of well-intentioned 
advisers, the program of that school »had been ^designed similar 
to that of a' famous medica^ school ^n the States. ^ 
^ *' • > ^ 

^ Even the earlier mentioned and most successful - teacher- 

• training program i^ s'lowly J?ecoming a threat in many countries. 
The danger lies in- the^ f act that th'is program may and, in ^ 
Jact, often does provide teachers with m.bdern jargon and 

' equipment beneatli^which they sometimes try to conceal outmoded 
and even irrelevant content, methods, and approaches. Such 
behavxor gives rise to criticism against the sound bases of 
the orogram and results iin labels' 5uc;h a* "American sophis^i- 
cation," or "ancitl>«r of those^ nondig^sted , nonadapted, 
exported American 'brain children.'" ' ' , « 

New Needs in^ the World * '^"^ 

If we- look "behind the well- ^r- not always so well-founded 
criticisms, we'^^^hall find that tiiere are new needs in the ✓ 
world pHMhedical e<Jucatipn, as in all- other fields. Countries 
want to develop their own specific patterns of health services 
and adapt them to local community health needs and^ demands. ♦ 
Where services are sci/rce, they see, them or lented principally 
towards primary health care. . They want to develop- for these^ 
•health services health personnel prepared to cope with local 

* health needs and -demands „ and not for some- vaguel^^ defined ^but 
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certainly alien set of '^mternatioaal* academic standards J' 
* Relevance.^ is now becoming the key vord— relevance to local 
community 'health needs ' and "^demands , m terms of medical edu- 
cation as well as all health personnel education. The n^w 
types of activities which are^ presently being developed to 
meet these needs are., for exainple , coujptry he a ItK 'program- 
ming, the primary health cai:% program, and tlje integrated 
development of healthy services and health manpower . The 
. best ways in which the United States could use more effecr' 
tively its vast resources to assist other >cojjntries would 
be through those that , t*ke *into account new^'world needs as 
they have just been described. . - 

' Need fpr Collaboration ^ * * " * ^ 

There is a ne'ed to collaborate with countries in a 
humble and sincere way, fully admitting that they know 
bett^ what they 'need . All efforts to impose foreign- pat- 
terns, on th6n (evew'with the T?est intention^) and^ all 
. paternalistic approacl^e's can only cause harm, and should be 
abandoned i Hence, assistance should definitely be replaced 
by collab<5tation. ' 

But collaijoratir^ m what? Collaboration is acutely 
needed m the following areas: . t ' . ' 



*• # Defining th^ objectives to be achieved and 

the <{ctions needed to reach these objectives*, 
y inter ali^ , in the field of integrated devel- 

• opment of health services and jffealth manpower * 
(of which mfedical education is but one element 

" , and iiot necessarily the most important one) . 

• ■ *' 

• implementing and *ev^lua ting the ^a^ove- 

— mentioned ac^tivities, as well as, collaborat- 

ing in the development- of necessary local ' 
managerial personnel or m the development^ " 

* . , or a capacitiy to create managerial personnel, 

. " and so on . ^ ^ . » ^ 

• , ' ', f 

■ Let Us cite, as onq example,*^ WHO' s^ experi^'ence wijfh coun- 
try health programming (CHP) . This wo^,_as__yoja„know^-is^^ --- 
process by wjvicii-the* Country deFines^its health and 
reiated problems from an interdisciplinary view; sets 
priorities within these problems; definefe objectaves; d^^t/elops 
strategies m the light of a\>ailable and expec^d resources; 
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and translates such strategies into development programs , 
Including resource requirements' and implementatipn schedules. 
■* , / 

WHO assistance to the first one or two countries was 
rather apart from the countries themselves. The WHO team of 
experts worked day and night wiih little P^^^ti^jpation by 
host country ne«ionals. I^ithough good programs were developed,, 
the identification of the nationals, or at least of some of . • 
them vfith the products was rather limited. Since then , WHO 
S;rt'S-cS^ntries in their -Pl-entatioa of CH^^has becom. ; 
\ limited., in scope, essentially focusing on P'^°f ^^^^f ""^iatl 
ing subBtantjve considerations and .decisions t° .the nationals ^ 
themselves-. ''Moreover, discussions take place in the nat^°"al ' 
language whenever doing so will facilitate the P^°=^- ^" 
this"way, the results of the CHP process are truly n**aonal . . 
iS natur; and the recommendations of the national CHP grouj 
. stand, a real chance of 'acceptance by political and technical ^ 

decisionmakers of a given country. The planning proces? then 
becomes an 'entirely national one, witlv a mmip^um of external _ 
input only when needed and requested by the nationals th^m- 
selves. This', type of collaboration is desirable fiom our 
point of view. . ' ' , 

Accordingly, all activities are to b'e carried ouf bj^ the 
people in the developing countries. OMtside forces m^y og^ 
be invited to gollabora.te with them, but not to £2| . 

in developing exactly the things thei^ need, and not what 
otherrthink' they need or, worse,' wish they needed because. it- 
is. intellectually so rewarding. • ^ 

' 'This on-the-spot 'collaboration must have 'a high degree 
of social relevance. It. must contribute to 

the health status and quality of life of the P^fJ^ ' ".f ^^^^! 
to the satisfaction of intellectual curiosity of highljf moti 
vated professionals. ^ ^ - ♦ 

Such collaboration should result in locally develop^ed, 
^eaningfSl! and socially relevant programs, not in fragmented 
• projects T^se programs should- be implemented now and with 
Tinanc ai provisions th^the co&ntry concerned can aMord 
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Conclusion ' 

ours Wone world, which belong! to the whole of Jtoanity. 
Vfe'are all Skponsible for the future of this world,, and we 
health professionals, for the health of future generations, 
tne Sf the prof^ssions.or countries around the globe.can 
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sacrifice or endanger this future for egotistplc reasons. We 
all roust share with one anoth'er wKat" we know, and we need to' 
be humble enough to .learn firom^ others .what thQy know better 
than we dp. .We all have to collaHorate with orie another dn 
Identifying quantitative and qualitative local health needs, 
^nd then in attacjsing ai\d solving local- priority health , 
problems. This tas^>should always tak§ place ^in our own 
countries', and be carried out wrth'ouu own forces. The col- 
laboration and contribution of others, hpwever, should always 
V .be most welcome. <>ftftor all, the"^ success will not only -be our 

r • ' reward, but; will benefit the whole of humanity, as well as 
^ our descendants . • ; ^ ' ^ 
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ONE WORLD "OR MANY: 



ROLE IN 



INTERNATIONAL MEDra^L EDUCATION 
, Critique and Challenge 



Geoug^' E. Miller, M.D. 
f Discussion Initiator , 



Dr> George e: Miller; We hav/2 heard three informative and \ 
provocative papers ;whrch certainlV highlight for. all of us €\e 
formidable -problen^s- facefi by the devdloping^world . They \^ } 
Should also arbus^ in lus a 'sense of humility, and recognition 
that-our solutions' may not be the^sol-utiops that are requited 
if w6 are 'to fulfill our historic role ixt Resisting other 
. countries in ach.ieving their owji full potential? , 

Let me begin, by asking each of the panel a qu^s^Ion 
stimulated. by their uniform comment; ' that what we teach t^hose 
who come to us from other countries, or wha^t we expoft to 
other countries, is often ir^levant and r^r61y designed to 
^ meet the nee^s of those nations.' If that is'the'case, it' ^ 
suggests that we have not been either sensitive to or prepared 
to learn about thpse needs*before we try to provide solutions,,. 
Are you telUng us 'that as medical educators, we are myopic 
about what ^v^e are <3ding when we g6 to other countries? * 

*^ 

• ' , Ramalinqaswami ; Let me' make my position clear. I do 

ilpt "suggest that what you-, teach 'is irrevelatnt in ^ny broad 
^ sense for/ after all, if a physician from a developing,, country 
A- ^comes to y^ asfii^'g to be trained in cardiology or cardiac 
surgery, you surely "do not have two <aifferent wa$^s pf training 
a cardiac 'surgeon, one^ f or a developing and another io'r a 
developed pountry. But you can at leas t, -identify" some, ofi 'the 
limitations d cardiac surgeon will encounter in a developing 
country and help the'.phi;sic'ian find ways to adjust to the 
;^j^.^^4£^ff iculties and problems t^iat lie ah^ad,, Basically, then, 
t^^ining f br a highly specialized discipline will Jbe the 
-4^e wh'atevejc^^^tK^^'natio;)4lity of the trained. I doubt the^re 
is 'very much'^'V^u oSn' do to make the physician serve a given 
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country in a more relevant manner . ^h&« solution to that. - 
problem lies, eise^Jrhere, *no't m the .universities here. .The. 
real p^obiem. is*what the person, comes^ here .feo be trained^ fo)j 
But it is important for you always to ask what are the* feel- 
ings and the 'sensitivities that are i^kpprtant-^m theijc: own 
countries if the.cafdiac surgeons are , to ha^/fe ''impact upon 
the care^of people there. . ' ' , * \ 

T - - * *^ • « . r 

Dr. Tamas Fulop ; ^ Wbuld say that yout educato-rs know quite 
wfell wh^t the^ wa^t to do^* -They want , to spread Am^ican 
experience , /American medicine, and' th^ idea's of American 
education l^ecause they j^re convii^ced that it represents the 
best, whith they ^war\t' to slYar^ with others. But you also 
asked whether 'they \re s^ensitiye to the needs of others and 
pr^pare5 to lea-rn before they te^i^." ^\r\d I would venture to 
say not ^very muc^. However, We iwist ih ^11 'fairness add that 
th^s atj^itUde' is changing. What we have described wds mainly 
the past contribution of American meda^cal educators. V7e roust 
be appreciative -bf tlie' fact that in repent years new atti- 
tudes appear > to be taking hold. i must fiote that these ob- - 
servations (do not applj' to American experts alone, »but also • 
to those vho come from virtually any developed country. And 
I echo the conunent of Dr. RamaliAga^wamiltfhai' if .^ou train a 
cardiac surgeon- irt the United Sta^te^^^^r a developing country7^- 
he Qr she should be 'the same prod^^ as bife trained for 
Amerida. , But. it is not at all clea'f^lESat developing countries 
mos*, need cardiac surgeons arnd othe^j ^ighly trained sp^ial- 
ists.who emerge from many \j.5. program;s at this time. Because 
such people aVe not the answers tro the' p^rimary needs of these 
countries, the result i.s that J:hey may n[fever go^back, or if 
they return,^ the^may be so frustrated lihat they leave for the 
Onited Statfes or another developed country. 

Drft Miller : Both of yoU seem to be saying that we do very 
well what we know how to do but perhaps what we know how to do 
is ^ not whcft the. rest of the world needs;. ^ , 

br. John H. Bryant : .That may be so boat to ^ask the question in 
such a geileral way tends to obscure som^ of ^he differences 
objectives that the people of other countrie^ and we irv the ^ 
United States might have in v*orkipg vith one ano\her . For 
example, many basic techniques or applied methods .or clinical 
skills are independent jof letting.. T^ey can be learned here 
and transplanted readily. However, if what is to be learned 
is. culture dependent, or is influenced by. local resource's or . 
a local , setting or a local system that ve may not understand 
> and for which we have no relevant model 'here, then^we cannot 
^teach about it. Indeed, if we try, are likelypto-be^^^^^ 
leading and may even by our efforts socialize stuc^nts a^ay 
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from interest in returning to their own countries, W% must 
. fade the question of wh^t we do abo.ut all this. 'In my own 

school wfe have many applications from foreigft nafeionalv We n 
give preference to an individual sponsored by his or her own 
^countrx*6p bir international agency, 'and if there is some- 
clear ly defined plah to return to. the homeland. 

. Pg> ^Midler: Let me turn to your suggestion, Dr. Bryant, that 
we ii^ed to help other countries explore new ways of ofganiz- ' 
ing medical education in. a way that xs ^ore likely to 'produce,^ 
^the physiplkns that will meet national needs<^ Amoftg other 
things, you suggested eliminating uiUv^sityf hospitals arid 
departmental organization and placing education in community 
settings. What I hear you. asking us to help other countries 
• to do we seem unable to do for 'ourselves . . How then can we 
ohelp others?. 

r- Dr. Bryai^t.' 'The fact tih'afWe have not accomplished it hefe 
. does '^ot mean that we should avoid partibipating in ^^tt^pts • 
- to^do it e^s^Khere, .as long as we are properly humb\S in doing" 
^^so. For example, the *feuggestions I have made maybe entirely.' ' 
wrong. -If 1^ were involved in such a ^^rogram" with colleagues 
>^xn another land, wfe wcTuld begin with a preliminary assessment 
of possible directions •j.n which solutions tr^ight be found.' 'It 
\ IS predictable that any propbsals would a'k best turn out to 
Ibe only partialliT corrects*^ f- ' ^ . ' 

Dr. Fulo>_; I am afrai'd. that Dr. Bryant's suggestion' aq'a*in 
carr;ies the implication ttjat we try to arrive in a foreign 
land With a bag full pf .solutions . - I have 'sensed this danger 
m the whole approach you*have taken -in your talk. This may 
have been an afcqeptable approach -10, o/ 15 years a^o when they 
^ r«dlly had no \xperts of their own. "Now there is no develop-, 
ing country in the world wji^thout a aro|Lip of peop'le who Jcnow ^ 
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better^h^n ' any outside pgrsoji^wh 
*they resent people who^a"trive*wit 



. ^ i-th set^ solutions .5 ^ojf this 

reasoi>, I would not go' wi^th any such solution^ as elimination 
of. university hospitals or departments'or anything else. " 
" Outsiders must go there openmincTecp, prepared to listen, and 
ready to seek solution? -with host nationals. .Let me a^d that 
I think the United States is doing remarkably well in drain- 
ing doctors- for its own needs.. The fact that f orw^rd-^lodking 
people feeOr these^y not be. the needs of the coming 4^cad6 ' 
(a view I ^W6uld share)' is an9,ther question.^ Certainly Amer- 
ican schools ars producing the type of people that can fit 
the* needs of the moment, as are Canadian medical schools; 
this is not .what is needed in other rfinntries. 
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■ Dr Mi'llerj If 1 ."may dijaw an inference from what b°th you 
. S Sr. -Bry ant -have sai&, for I think he' simply «sed t^e. _ 

toecifics 1^ ill^strations-of possible things wort^ of ^ . 
•SratLn, you suggest that if we ate really to 
rSors with developing nations, we mu^t go»not.with^answer§ but . 
IT^ a spirit of inquirysso that together we m^y learn- Is 
with a ?pirit or iny educators ip' other 

that what you want us to taKe wnen we ^ai.p 

countries? . / ' ' j^- 

' nr. Ra^alincaswami : 4es, precisely sb." ^^^e 'approach -^shoul.d ; 
be one 6f. joint end eavor, an experimental approach, a" . ' 
approach that- wi'll use modern history and. modern technology. 
toTuit-the local environment. I, want to give o- -ample 
^from the field ofhealAh technology. You J^"^^^; 3... 

^'e^-ned health technology ta establish ^he- simple _f act tha^ a . 
patient with cholera or a t:hi;d with dehydration frfcm dJ^rrne* 
•can ^ftSn limits:, ^be brought back, to normal .through t^ie use • 
of ;irctSyte miKlures madl by a pairamejic .or by the lot^e?- 
.SL^thir^a fin|ihg Of ^^-g^^^St^' ' ^ 
o" ^rteS"th:1n r:L^reerY4 trt^tfoLli.zatlon.. .o,w - 
, /to'co^e-to th-is stage required firlt f ^^P^-^^^^J^rut^ns • 

Sen to'^u.e ca/efully c.ntr.lled ^^'^""^fna^^^'-Thtf re'' - / 
, prove the-kind of ' hypothesis you- are working .^^^^ "j^^^ ^ 

auires not only high technology, b«.t also adaptation of that 

solutions by. the..app»Lcati-6n- of high technol9gy.. This area 
both- in education a«a -in research, requires a ^oint endeavor, . 

■ a^ e:cperi.^en^Psture,-%d constant: probing,^ '<.-'^'' 

.,Dr. illeri^Theaf^ybu saymg that when v>e engage in this J.. 
/ work we sho uld go abroad as the = "!/to be 

rather than as the missionaries we often appear, to be. ^ 

Dr BryantV I would Uke. to come back to, Dr. -^"l^P ' ^ • 
about Se- n ature of cpll^eagueshi^ when we --,^-;°i-J/^Suia 
developing c6untries 'in such ^"terprises -I .believe we sho 

5art"J^oblems and -^^^^ -jTe^f^^: 
to state our positions as ^.ong as we to^u i 
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\ONE WORLD OR MANY: AMERICA'S ROLE tN 

'international' medical education 



General Discussion 



Participant; \ >Dr. Bryant has indicated that his school selects 
.certain students &nd^ rejects others assuming this will be ^good 
- fot the cQuntties from which, these students have come, iet me 
turn it around- another way, for what Dr. ^Fulop has 'b6en stat- 
ing might slightest* an alternative approach. If we agree that 
f^l^.^^f^®?. States might .have some skills or fiund of knowledges 
» i'P^ |^«cj|ipq;l|gy \Vhic^;is. usable^eflsewhefe, theri pethap^ the' 
countries th'enrSelves should identify the subject in which 
training is needed;* select the candidates for such trainings- 
select thh institutions in the United States best suited to' 
provide- such trdinirti^; he^repared ^to pay for such training; 
and possi^l^ prohibit others of the^ir citizens from leaving^ 
tli^ qountry to* git training. . Now thi-s is a most serious *t 
,of circv&nstancesA but I wonder i-f some of your cpmments do mot 
" lead us to thi6 tWpe of conclusion. 



Dr>' John H. Bryanti ;.* Why are you troubled? 



W^€ 



l---^ HP*. 



Participant; I ami troubled because it would determine how\e 
respond to*applic£^ts from all over the wor;.d. It wduld^be 
much easier for ud to say Jt^ .applicants, that since your coun- 
try has not sent you, 'has ^^'identif ied the. reasons for 'which 
you are^s^rjt, we iaiinot tak^' you. This doQS interfere witTi 
one fprm^'^^f^terhational relationship's and "perhaps this , 
interter(ence w6u]^; in the -long r.un, be bad. 



that developing 
resources but th< 
, important itoplic. 



tutiofts must res:)ond*to applicants. 



Dr« V. Raroalinqa 



up to the iast pbint. 
^ country must' dec id 
"in the health field 
This is/ of cpurpe 
number one. It 



I can understand 
ountries must preserve precious'malipowiBr 
metho4s which seem to be required have, 
tions in t*erms of how our eliucational instil 



iwami: I go along with these comments right 
I think the time has come wh^n each " 



;e wha€ kind and what levels of competence 
d it wants to hav« now and.in the future. 
, more e^^ly said than don6, but it is step 
an exercise iji he'alth manpower planning , 
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that each country mast carry -out for itself g^ither alone or 
with the' help of international agencies. That country jnust -v^ 
then express to'" the United StateS/ or to any other country, 
that the^e are the people and the numbers that they want to 
hav^ trained? these^ are the specialties they wish them to^ 
* iearn, .This is .absolutely essentia-!. And to the/ extent it 
is able to do 'so, there is nothing more noble than t;he <^oun-^ 
try itself sponsoring and paying for the service it wants to' 
have. Where its* financial resources are inadequate, the 
help of international '^organizations and other national govern- 
ments could be taken. Up tp this point all is very well, but 
then there is the question of whether all these conditions 
mustlSe fulfilled 'fot this kind 6f network to really function. 
Do, you stop, others who. wan^ to Qome to the United States to be 
trained? Now this"^s something on which "my country has been 
^ quite vocal'. At one time the Government of India said th^t no 
^ medicaU graduate couW leavej tlie country "until 7 years afiter 
•gradudtion'. The "day after tY^at law' was prdmulgateti,, there was 
an appeal* bo-the Supreme, Court which finally ryled tjhat the 
Constitution.of ' maia holds education as a .fundamental right^f*^ 
of ever^ individuai' who c'an go anywhere on this planet to $eek 
it./ I think we mu^st seek other ways ,. including highlighting, ^ 
both to ,our owh medicai graduates and to thoge of other na- . 
^ions.^which may offer th^ ppstgraduate training, .whab our 
greatest needs ar^, even though at the moment? there m^gl^ft not 
-be eriOTgh government positions to guarantee -that the person , 
could be o'ffered a place in %e health service system. We 
must emphasize both the^need and the exp^cta^tion that in the 
course of time governmerk or tho- economic ability onpeople 
will-^be a6le to sustain and pay for the services of these 'per- 
sons/ In ^hiB way the'whc^e structure will not become terribly 
distorted and training will still l^ave relevance to the pattern 
of manpower that' t^he country hJk set for I'tself . . I would think 
suc^i an intermediate position woultt be better than saying we 
ju6t will not let anybody leave a particular country. _ 

Participant : I would ^ake to a§k the panel to speculate on 
the effect on foreign trained graduates of 'the prediction that 
American graduates wi]^l soon exceed, the number of positions 
available foi* their first year of po'stgr^uate training. 

DX. Raroaldnqaswami : * i welcome the increaseSi output of physi- ' 
cians from within the United States to man thte positions that 
,ar^ available here. ' 

^ft- George £. Miller : I think that position would be ^nd<irsed 
by virtually every developing nation. ' , 
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Participant ; Having spent about 6 year^in"^a^ university 
/assistance programi Tn a developing counti^,^ i can hardly dis- 
agree with 'many of nihe crit>icisms abou^ sach'p^ogr^ms that 
have been voiced by our panelists. It would seem to me^ • 
however, that we liave to get the medical school faculty mem- 
bers in these -de^Jelopijig countries to cc«ne to t^e same con- 
clusions that our panelists have reached, not merely the 
deans, government officials, and people who sponsor 2- or 3- 
dayr^ workshops, for it is th^ faculty which serre as JtHe role 
models for students* This^ difficult to_jdo, and requires 
an enormous amount jif time but ^^ls one of the great deficien- 
cies in many of these programs. How do you establish in a 
fac^lty the capacity, for change, for exploiting n^w alterna- 
tives? How do we ^et teachers away from the-k^nd of dogmatic? 
and authoritarian ^and passive style of teaching- and learnfng 
that ia now so widespread? 



Dr. Rama lingaswami : I agree entirely that a basic change must 
cott^ ^Within faculti^s. One step I would suggest is a greatfer 
engagement between the faculty and thfe.health care delivery 
system. ' ' , / • ' * 

Dr.^ Fiflop iv I ^think that this may be the most iritportant answer 
to the question, in fact, ' it 'hag beeh accepted 'now by the 150 
member nations pf the WcTrld Health.^Orfanization to try to pro- 
ntote, both at national. and 'subnataonal levels, mechanisms to 
bring together all^those directly concerned with, healfh ser- 
vices and manpower development, as vjell as Other sectors which 

interested in this field. I. think 'this action may bring 
the necessary pressure oft schools to develop wha^is needed. 

o . • , - " 

Participant? : I was part of one of the^e ratlier poorly' con- 
ceived and perhaps paternalistic programs in another couhtry, ♦ 
and I dm su^e I made all the mistakes that have been described. 
But, despite the • shortcomings , there was exposure of visiting 
faculty^ to cultural differences, to educational differences, 
and to n^w problems which seemed a very, very positive thing. 
Have not many of these programs, some~i l'l-;conceivea, some of 
them far too enveloping, had this^effect? And had we not ntore 
widespread interest in such work a few years ago than we h^ 
n6w7! If we have reached a place where~~only a core. of high 
trained vinternational experts pan -fte he*IpfuX# then shouldl 
questions the panel has "raised be addressed "to this gro9ja 
sho.uld they be addressed to the political forum where the^ 
support issue will be fettled? I-t seems that we can only 
give dollars; we cannot giver ourselve s bec aUs£_ our ef'fqrts 
l^ave been so irft^perfect in the pastf. 
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. Dr, Fulop t I think. that all three talks 'have paid tribute 
to the efforts that the" United States has made. It may sound 
, paradoxical but the fact^hat the developing countries are now 

, f dissati^ied is largely due to the, cqr^ributiot^ , that U/S. 
i medicine and medical education hav^ made in developing a. 
cadre of*bright you«g, and maybe not so. young, people who are,-^ 

!* now able to racognize that what they have ^ceived was not^ 
^relevant**. In short, ^ they learned how to think. They learned 
to a very hig^i degree, no^ only medicine, but responsibility--^ 
to' their own nations.. ,The^^act ,that^ they afe able to questiorf 
the relevance of more of ^he same thing is "hot .to condemn wha^ 
has been ddne so far. They pay tribute ''to what they have 
learned by recognising that changes* are needed because circum- 
starfces have changed. What is now needed is another tyi^e ^f 
collabor*ation. * • ' r 



5. THE ARTFUL COMPROMISE: A SUMMING UP* 



E;. D. Pellegrino, M.D. 



"A very popular error — having the courage of one^s 
convictions: rather it is a matter of having the 
courage for an attack on one's convictions." — 
Nietzsche* 



Introduction 

No comjnent'ary , least of all mine<> can do 3ustice to the 
14, excellent papers we have heard so expertly delivered In 
the last 2 days. Only the high quality of the discourse and 
the serious intent of this conference can mitigate my sense 
of foolliardiness at undertaking such a diff;.cult assignment. 

I have been asked to*provide an "artful" compromise — one 
which -might identify patterns of agreem^nt''and suggest modes 
of accoronQd'ation where agreement is lacking. ICn the themes 
our speakers have offered us, I do detect large* clreas of near- 
agreemept susceptible, to c^npromise. But I also detect a ' 
fundamental divergence in opinion on^what should constituti^ 
the 'fundamental ordering principle in medical education... mis 
'divergence, I Year^, i& not to be eliminated by compromise, 
however artfully constructed. 

• . ^ ' J 

) With your indulgence, then, I would like to concentrate ♦ 
leather more heavily on artful conf rcfUtdtion than compromise. 
^Two different .root principles have been offered to us as the 
organizing el^ent in medical education:^^medicine as science 
and medicin"e as community service. While each acknowledges ' 
the existence of the other, t^ie matters of student selection, 
program content, and cost are shaped .very differently depend- 
ing upon which principle predominates. Interestingly, it is 
the internationalization of the American educational ideal 
which most clearly exposes the dichotomy of its organizing 
principles, - ^ 



'*Quoted an:^ W. JA. Auden and Lewis Kronenberger 1962. 
The Viking Book of Aphorisms . Viking; Vew York. 

2li 



6 



212 ^ 



' The central issue for medical educatib[n in the remaining 
years ot this century is the degree. to"whi«h the opposing.- 
thematic systems can, coexist-:w«;tfi^ut*-capitulation of one tp 
*the other. This issue is more than a questibn^ designed to 
titillate the scholastic mind . IncreasiTiSgly , public .opinion 
is opting for community' and social need as the organizing 
foroe. With equal vigor, the academic sectpr is opting for 
the scientific and technological character of medicine.^ 

Much depends on how. fundamental we construe the differ- 
ences to be.-^ If we- follow the dominant educational pattern 
of -medicine as science and technology, then all that is re- 
• quired is "fine-tuning" to bring the instr\X^nt of medical 
education* i,nto harmony with what society ne^*&T-^f, instead, 

adhere to the values of a community-oriented educational 
instrument, tben drastic measures are dejnanded to counter the 
growing dissonance betweert medicine and society'. 

No instrument of society^can endure' unscathed ^when its 
purposes become raclically *<j'is located from those society 
. requirjes pf^t. In America, and in the remainder of the world 
where American medical educational ideals are so closely emu- 
lated, there is the real threat 'of twq parallel systems of 
education and practice based on each of the divergent ordering 
principles. Were this to eventuate, both society ^and the 
medical establishment woul^i be the losers. 

, • * <k 

*f TO advance my thesis, I shall proceed in the following 

4 way; First, I wish to examine the nature of compromise and* 
dialectical confrontation m.the context of the nature of 
current discour*se on medical education.* Then*, I shall illus- 
trate the nature of the two ordering princitales and the 
different ways they shape the four questions before us. I 
Shall then seek the most practical points of convergence be- 
tween the two thematic systems. Finally, I shall outline the 
^ elements of a reasoned discourse between the opposing 

^rinciple^. ' ' ' . • 

# 

Nature of the Ckiscourge; "Artful" Compromise • 

or Confrontation • • • 

With his usual prescience, George Miller assigned the^ 
t^tle of ^"artful" compromise tq this closing commentary .' I 
am impelled, therefore, to clarify the sen^^Tin: which I shall 
* use this term. * " ; ^ 

"Compromise" may be taken m two senses, in one sense, 
it r^ers to- the process of accommodation of rival viewEJomt^ 
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by mutual concessions, and i yielding* of something by-each 
side to 'the other. ' But "compromise" can also refer to weak- 
ening or imperiling a. position and exposing it to riskJ An 
"artful" compromise, presumably, is one which skillfully and 
diplomatically achieves an accommodation of opposing views 
with a minimum of peril to the principles upon which they > 
stand. ^ 

- Compromise in the constructive *sense can* occur under- 
certain spec^-^ic conditions: *when the ideas or positions 
are simple contraries , that is, they differ but involve no 
logical incohi^atibility; when the ordering principles from 
whic^^they derive differ only in emphases or interpretation. 
Compromise is possible, in short, if the underlying presuppo- 
sitions do not differ in essence^ ^ 
* • * 

But compromise takes on^ a .destructive sense when the 
opposing viewpoints involve some logical incompatibility and 
vhen the ordering princij^les differ in..esseffSe. UnderJ these 
circumstances, th'e opposing viewpoints are really in dialec- 
tical conf rontatioa. .pompromise would imperil on^ oi^-tiie 
^other. Resolution is possible only by some new welding . • 
;tog^ether of antithetical idea's which retain their essential 
differences, but 'assume a new and complementary relationship 
to each other . , ^ . 

-^rtful compromise, therefore, would do justice to ne^.ther^ 
position, and would^, in fact, merely Submerge issues of funda- 
mental importance. In place of the popule^r version of a 
dialogue--a term, by the way^ sadly misshapen from its Original 
Socratic meaning — we should substitute the kinja of conceptual \ 
coftfrontation required in true dialectical reasoning. The 
process should be dialectical in both thfe Acistobelian and 
^modern sense of tha.t term. ' ^ ' * 

.* V ' • ^• 

In The Topics , Aristotle proposed dialectical reasoning 
as the mode suitable *to dealing with opposing opinioAs not 
based on scientifically verifiable proposi%j.6ns . This he con- 
trasted to demonst;xative reasoning, which starts from scien- 
tifically-valid propositions and ends in truth rather Chan 
opinion. Aristotle argued that dialectical reasgning, while 
inferior to demonstrative, w^s nevertheless useful. It 
clarifies contradictory opinions, examines and exposes their 
*relati\/e merits, allows for eVamin&t;ion of its consecjpences i 
and pinpoints residual differences susceptible to* c<Mnpromise . 
It can clear the ground for rJemonstratiyeT reasoning when 
verifiable statements becom^-ityailable 
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Dialectical reasoning in the more modern sense is asso- 
ciated with Hegel and Fichte^ -Here again, a mechanism is'* 
offered to djeal with contradictory notions. Recognition is 
afforded of their logical incompatibility. Without nullify- 
ing the differences completely, we 'can miei'gate ort^ sidedness 
of each position in the synthesis ot a new concept -w^Hch ^ * 
may itself be subj.ect to contradiction. But the recurruj^g 
cycla of reconciliatioa through synthesis provides a dynaiJlic 
rather than a static confrontation of opposing ideas, moving 
us "gradually a ^ittle closer tb truth. - 

,What both the classical and modern notions of dialed1:ic 
guarantees is that each of the opposing viewpoints takes tlie 
other seripusly. Even ideological discourse can profit fxom 
a dialectic of high quality , while without it, there is •no 
alterhative to thought- and >Action-paraly2ing stalemate. In 
its abseiice, a false sense ot amity ensues which obliterates - 
serious differences; each side merely: , ignores the assertion 
of the otKer;^nd sermonizing substit^utes fiQr serious ih£el-'* ^ 
aectu^l* encounter. This^ sadly, is £he spirit, of much-o£ our 
n^itional discourse on medical education, politics, and inter- 
national affairs. It is especially evident in the secular 
? insipidi^ of oujr TV opinion* panels and "debates." Rational 
discourse gives way to psychologistics , and we never Experi- 
ence the ca?eful dissection of 'Tissertion and counter assertion. 

The distinctions between the process of compromise and 
dialectical confrontation are not trivial, nor are they aji 
invitation to sophistry." fheir purpose lis, not to enable one 
si<^e or the other to »'win" an argument, but to deal sensibly 
and responsibly yith conclusion's based on initial proposi- 
tions which^are only- probably , and not scientifically, 
certain. That the presuppositions upon which any theory of 
Inedical e'ducation i? founded are largely unproven— and pos- 
sibly unprovable— is all too apparent. , 

Compromise and Ideologic Discourse \ 

Let us turn now to the papers we have heard: To whet 
-extent is artful compromise in tha constructive sense appli- . 
cable, and to w^at extent is a dialectical discourse required? 
In my view, the papers ejthibit^two opposingNt^ue sets, each- 
deriving from opposing presuppositions^ and eao^trugglmg to 
tal^e precedence in shaping ^medical education. These di-ffer- 
• ences are crhly in small part^subject to compromise. For the 
^greater part^, ♦the creative tension of ' a dialectical encqtinter 
is required if we are Jbo deal constructively wi€Ji these 
antithetical propositions. 
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t ' ' ' ' * 

v;.; The papers by Eb^rt, Schulman, and Chase state, most 
forcefully .and mo$\ eloquently, the cage fc^ medical ;science 
as the ordering principle. With some modifications *in the 
matter of evaluation or curriculUm, these three authors 
assume that it is iri the best interests of society to shape *| 
future physicians pretty much as we 'do today. On' the othbr^ ' 

^ side, Bryant, »Fulop^ and Ramalingaswani underscore the grow- . *. " 
^ing discontinuity between ^.^he kind of physicians produced 

■ *by the domi<jai^ya]^ue systSn of 'Western medical education 

and tlie needs of ^iohtefhgor^fy -^society , While their disquietude 
i^s enunciated in the "name of the developing countries , 4^t , * 
reflects just as eloquently, the concern's of man/ in our own 
country where sscientific an^ technological medicine are , 
readily available. " ' 

^ Splaingard^ ahd Bergen in their analyses of vh6 shaHl pay, 
and for-whait, generally assume that thQ product is a physician , 
educated in the present mold. Bulger, properly recognizing " *^ 

that the problem of costs is a second orders problem entirely • 
' dependent upon what' o^' is the system wishes to produce, none- y] 
theless takes no'ser^i^us issu^fe with the dominant pattern. * / ! 

Interestingly, Henry and particularly. jCorba lly as %he 
only consumers partakihg in' the discussion— and .highly sophist- 
ticated consumers they arer-raise serious questiore srtjout the'^' 
congruence between what medical educators deem to be m the 
^ public interest and what the public deems to be in its inter- 
est. Corbally coj:>fronts^ the" issues squarely when he^-says,* 
"Our national problem i&>.not what we can afford/ but what we * 
C want to suj>porti^ Our problem as educators i^ to determine, 
with the pfeople, what kinds of .medical aar^they want, and to. 
determine the 'best ways to prepare personnel to provide that 
care."' Hetoalled the educatprs ' attention to the questions 
-of availability anS quality of medical care as antecedent to 
any concern for ^ costs. * ' , . ' * 

The three papers on ^eleotion subscribe, in varying 
degrees, to the dominant p^<jCerns of educatxon. • They express 
some concern for the dehumanization of medicine, the techno- 
centric bias of, the modern physician, and the inadequacy of 
th^ (SPA anc^ MCAT. Marston is justifiably concerned with the . 
matters of ^equity and justice m selection, hut 'feels no 
drastic changes are indicated- Gellhorn and Grove are most 
sensitive* to the ndid to develop physicjtans with genuine 
humanistic iand humanitarian sensi.tivities; .they would alter 
the selection process to include more stydents.'who show evi- 
dences of empathy and interest in people. While. .suggesting - 
changes ^in tt^e curriculum to encoujsage a more humanistic ^ 
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attitude, even these papers accept the "omnipotential" 
scientific physician as, the goal of medical^education . 

The papers are .paradigmatic not only of the two oppos- 
ing value s^stem^ in medical ' education , but they also illus- 
trate the i%atui%af the discourse as it takes place in most 
countries today .% The two fundamentally divergent viewpoints 
are li^uaily expressed^ in fhe form of a friendly and tolerant 
dialogue. Each is propounded clearly enough, but without^ 
the intent o£ serious engagement of the opposing view. Our 
dedication to an easy " pluralism and our disinclination to 
conceptual conf rcjp^ations ensure that aiametricaUy opt)osed 
concepts will courteously bypass each other. Jp^y are . 
respect^lly heard, and as respectfully ^g no 1^5 or discarded, 
without critical examination. We have lost o^r taste. and 
our capacity for a* genuine and creative confrontation of^ , 
-opposing concepts. * ' ^ 

*Whae resufts is ideolqaiSal discourse rather than dia- 
lectic' I-"am using ideology In Kai:l Manheim's (1960) meani^ 
to designate convictions that haVe Ijeccwe so bound to the 
interest of a par ticularx group that they are oblivious t6 . 
contravening fact or opinion, even when the contravening 
notions reveal real conditions in society. Ideological - 
stances use ideas as weapons "m support of value presupposi- 
tions r,ather than as objects for critical examination. ^ 
. Ideological statements simply refuse to take opposing views 
seriou^y enough to enter into intellectual confrontation _ 
with them. 

•Compromise,- m the co/structivg. sense in v?hich I have 
defined it above, is possible between differing viewpoints. 
within the sant ideological syst|n.. Thus, tl,e differences 
bit^;;iln Grove, Gellhorn, and Marfton are' resolvable -""^ * 
promise, as are they between tht positions .of f^^ ^chulman 
and<:hase. ■ Compromise between,^ ideological systems is danger 
Ous'Bnd usually inauthentic. Thus, compromise between the 
first six papers and the three by Bryant, Fulop, and 
RLalmgaswk^i would beMlluso>fy, potentially destructive to 
both, and oblivious to what are important essential differ- 
ences . • ^ * ' ,c 



Value -Systems in Opposition , • ^ ^ ' 

k We should tyrn now to a more precise characterizatioV 
of the opposing value systems which these papers illus^f" 
and the way those values Im^mge'on the questions befoj^e 
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us--student selection, curricular design,, cost of education,' 
and exportability of the American medic?Sl educatioi^al system. 

^ u i '5{i?/oinin.ant value system in American medical education 
, holds tKa.t mbdern medicine is essentially a^ enterprise of • 
scxence 'and^ted|>»rtogy . The physician, is the guardian of 
this arcane. ki^wledge and^ the mediator between its sources^ 
and the needs of patient and society. In virtue of that 
guairdianship, he ^fe best qualified to defme^what medicine is 
what nefeds of society it shall address, in what order, and by 
what means. The mission of medicine is to hekl and eradicate 
.serious illness, largely of the acute and organic variety. 
Medicine best serves society by solidifying itfe scientific 
base and no^ dissipating its energies in atfempis to heal 
the social ills which admittedly contribute to disestse, but 
which are not matters susceptible to medical solution. ' 

Concept? like "community,'" "health," and "social medi- ) 
cine are ^t .jS^sent too vague to detain the physician wh&s©/ 
efforts must bejf^to eradicate serious illness. To the ext^- 
that he can emulate the method of science, the physician will ■ 
become a good qlinician. The rest' is art or intuition and not 
susceptible to analysis or serious intellectual inquiry. 
Objectivity, detachment, and ccOTpetence are to be inculcated 
to counter the constant pull to "fuzzy" thinking and empiri- 
cism which .so easily beset*^the practitioner. 

^ From this' view, pJrimary care, community medicine, and' 
family medicine are not disciplines with a content of their 
own, but derivatives of the specialties. They are best 
^ served by physician's educated in seleqted portions of the 
specialties, particularly since it is of utmost- impoijtance 
not to m.iss ^ sitjnif icapAorganic disorder which may present^ 
Itself as a qommon symptom. 

The impact of this value system on medical education has 
been profound. It is best exf^resk^ m the Flfexnerian do^c- 
ology: Medicine is a university discipline, medicine is a 
scientific endeavor,, competence means specialization, teach- 
ing roust be by full-time academic physicians, and the proper ' 
training ground is the hospital owned and controlled by the 
university. Student selection, in consequence, emphasizes 
scientific preparation and quantitative abilities.- ;^ile 
humanities and social sciences are useful, they are not pr'i- ^ 

^ maa>y or central. The Mgh cost. of medical education is 

justifiable because scientific medicine ^^nds >a highly 
- ^specialized faculty, teeing on a one-to-one basis, and 
depends on availability of the latest in equi>pment and re- 
search facilities.* So far as exporta^^ion to. developing 

,countrcles goes, America should make aVail^y^ what it does 
best— scientific medfcine. ' ' 

' ' i ■ 
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The benefits which flow frofi science as the ordering 
prifaciple m medical education were concisely adumbrated m 
Mr Snider 's commentary. 'As a science writer his assessments 
, ,*of what scientific medicine means to the public is particu- 
larly importaT>t.' These ^re the values which all the medical 
' ^ educators we have, heard would preserve, though with varying 
degrees of emphases and some modifications in the way they 
are transmitted to stuaents. While admitting certain defi- • 
^^«ciejicies such as the need for a more h^rftanistic strain and 
. more emphasis on problelnsolving , everything Jis to be accom- 

p^lis^ed in the frame of me'dicln^ as a discipline of science, 
V and every student is ta be inculcated witl\ tj^at spiait. 

\ ' A quite contrary, and sometimes contradictory, set of 

values is propounded in the papers by Fulop, Bryant, and 
Ramalingaswaroi. Their ordering principles are the community 
and society: Medicine in this view is primarily an instrument 
of social purpose, designed specifically to |lleviate the 
•>major health needs of a country rather than 3^ its mediral 
. needs Medicine should, m consequenc^be shaped by the 
epidemiology a<kd ecology of illness.of/the -country it serves. 
^The social, economic, demographic^a*^ cultural sources of 
^ill he'alth are as much a coocerfg^ the curable organic dis- 
orders. Primary care, communify medicine, prevention, and 

• family medicine, therefore, have a higher pndTity than 
highly specialized tertiary car^. Advanced technologic fnedi- 
cine is assigned an important but limited place, since i,b 

' benefits only a few. Only if it has wide community benefit . 
is It to -be cultivated. "The decision on how to \use medical 
knowledge, for what purposes, .^nd how resources should be 
allocated ace public, not professional, decisions. The -health 
care and the educational systems must be planned and operated 
toget^^er. y 

Both affluent and developing couijtries have large , . 

sectors of health car^' largely outsid^ the value .systems of ^ 
the medical profession. In the affiant ^"^^^^^'^ ^^^^ . ^ 
, ' Lalonde (April 1974) has so well pointed out it is alcoholism 
and drugs, automobile accidents-, lacJc of exetcise, overnutri 
tiont occupational and environmental hazards, and emotional 
V disorders that take the largest health toll.., In, underdevel- 
oped countries., poverty, malnutrition, population control, 
iWnunization, Wtatioh, diarrheal disorders, and neonatal 
mortality are the central social ne^ds. But whether the 

• .country is affluent or poor, industrialized or not, the 

centrality of community need rather ^than medica^l science is 
th'e point of departure for medical education.- 
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' . Those who hold community need to be thfe ordering 
principle ^aye labeled contempora^ry medical education as 
* "irreleya'^t;' and "socially dysfunctional." They condemn thfe ' . 
preparation of a "homogenepup pl^ysician who is inadequately 
^prepared f&SL^e heterogeneity of the tasks, society ^^quires. 
''In this view,' it is not .the biological sciences which should 
prepare the physician, but the social and behavioral * sciences 
and the humanities. 

The impact of comihunity as an ordering principle for * 
medical education is easily apparent. Selection would con^ 
centrate on student^ witj> deep social concern, an inter^jtt 
in the mundai^ but comJiton health 'pfoblems . The pertinent^" 
attitudes of'mind are Ithose engendered by economics^ • anthro- 
pology, poM'tical scieTices, and epidemiology rather than the 
biological, ahd physical sciences. Quantitative ability is 
largely 6f the statistical kind. 

The curriculum' similarly would emphasize the kind of 
decisionmaking capabilities needed in primary and family 
medicine and, prevention. This approach is different f^i^om com- 
ing to final closure on diagnosis and treatment; i^^^a compli- 
cated case. The cost of education would derive f#om the need 
'to provide learning in all kinds of communities, expos'ure to 
practitioners, and training irtNthe nonlaboratory disciplines. 
Science-would not be^ the energizing spirit; practitioner- ' ^ 
teachers \7b.uld play as much a rol^ as full-time' academicians; 
education would^ take place^^not irf thk university hospital but * / 
in the cc»ranunity. ^ , ^ 

To accept community need 'rather thai? medical science as 
the leitmotiv of medical education would, as Bryant and 
Rama ling aswami maintain, require drastic changes in the con- 
figuration of medical education. ^Imost ^11 oi the Flexnerian , 
dicta would-be contravened or "compromised", in the n*egative 
se^se of .the term. We would end^up'^with a very different ^ ' ~ 
distributi^n^f Wealth care personnel, for exainpie. Instead •> 
of increasing the number of physicians and expecting th^rti tp i 
assume roles in primary care and prevention, these Ar^ykm^y 
wpura be assigned to nu^se practitioners or -some group^^^ 
equivalently trained. We >?ould need fewer physicians, ^ 
highly technically trained, to cover^ smaller portions of the 
spectrum of mediqal and health needs'. , , ' - . * ' v ^• 

These Characterizations' are admittedly more sharply * 
drawn than adherents^ of either view migiit wish. I have done' 
this purposefajlly to display the practical consequences which ^ 
flow from each organising principle. It makes a distinct " 
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dif f erencJ which principle we'^start from answer'mg the 
*questi/>ns set before us J.h this symposium. Each principle 
generates its own uncompromisable determinants whenever 
priorities ar4 to be established or resources allocated. < 
Each provides a different ajttitudmal framework out of , which ^ 
physicians form an image of their role in society. Xhat^ 
''image then becomes the justif icatjion €or what physic?S^if?r, ^ * 
in fact, do, rather than what they might do m society. ^ 

The tension beGtfeen the two ordering systems is more 
than academic or polemic. It is evident m the growing 
.♦movement by external agencies to gam control over the- edu- 
cational and even th^ accreditation process. ^ A series of J 
health manpower- bills have been draftecf attempting to increase 
the output of general physicians, Umit the number of special- 
ist5, and effect a better distribution of both. Equally 
indicative, though more indirectly so, ar« the successive 
pieces, of legislation on health care planning and quality 'Con- 
trol, as well as a widespread public, interest in a patient s 
bill of rights, the complex issues .G^^ biomedical ethics, and 
the growing plea for more "humani^*^^ medicine. Most 
recently, the public disquietude ha^^xtended to s^ pre- 
viously closed precincts a^ the degree to which technology 
' should be extended and the^poteatial social ha^zards of unre- 
strained research (in microbial genetics, for example). 



The public already perceives the t^nsion^etween the 
two value-laden principles of Science and commui>ity- What it* 
perceives also ^ that these opposioft systems justify them- • 
selves mainly by internal referenc/ using one derived valu^ 
to justify another, \ht never rea/ly estab^llshing the first- 
order validity of their organizing prin$2EpXe^ Least ot aLi 
is there evidence of the radical contact of-§ach ord^ripg 
principle wi-th the 'other which cq^d convince society of -the ^ 
willingness of .fheir proponents *^o forega m'ternal JH^^ji^^r^^ 



cations . 

• Not Altogether wisely, perhaps* public opinion seems to 
be gravitating away f^om the scientific image and toward - ^ 
community interest as the more pertinent -principle . If tne 
proper balance between these value Systems is to* be strucK, 
we need more than dogmatic assejrtions and ideological claims, ^ • 
we need a more discriminating analysis of what is comproipis- •* 
able- and what \s not between these systems. Most of al^^^^e 
need a clearer expftijc^tion of the reasons or the evidence 
Which supports the "Organizing principles themselves. 
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Some joints of Convergence' , 
Divergency, and Compromise' 



We Ij 
organizinj 
pjiblic c( 
papers w( 
sites foj 
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ick time for the kind of critical analysis of the 

principles of medibal education require<^ to re'gain. 
ifidence. A brief survey of some points in the 



have heard may reveal 
engagement . 



ime of the most critical 



Who ShoutLd Be Selected ? 

The three speakers on this topic agree on ^major 
problem-j-the difficulty of, making rational and just choices 
among art ey^or-larger number, of qualified applidants wi-th 
small differences of capabilities among them. They agree, 
too, onlthe ^need for additional rjoncognitive criteria, par- 
*ticular-ly thos^ indicative of "empathy" and "humanism." .They 
differ bcmewhat in their approach to a solution. Grove 
cae.arlyl opts ^or a process of modified randomization from a 
preselected sample; GellhcTrn decries the emphasis on science 
' ^nd offlers a method for weighing affective qualities; and 

Marstorl focuses on the problem of justice, but d^ftcludes 
.that ni dras-tic sijange iti prossent selection methods i is 
requir i sd . ' ^ ^ V 

Tie prbblem promises to become more a^te in the future. 
Studen:s will be even better" qualified, legal and ethical 
challeiges will limit the use o^ subjective criteria like the 
interview, and pressures will increase for selection of more 
' "human Lstic'\ students^ Some modified form of randomization 
from a pool predetermined by a wider*" variety of criteria than 
we now use seems a likely point of compromise. - , 

J-.,* . -^^ 

^•Dhe irrterview is the faculty's way of ' expressing .its 
value: system, and it wil^ be difficult to eliminate entirely. 
As a compromise, it will 'probably be used selectively, Inter- 
views might still' be useful in assuring that patient- a^d 
^eryice-orienbed attitudes can receive' proper weighting in 
seleciion. Byt, they will be applied to limited samples of 
the-a}>plicant pool--probab'ly ^t the extremes of the distri- 
•s^ution curve of academic performance, and not in the middle. 

Agreement is yet to be reachecj^'on the meaning of the 
t^rm "humanism." As I have indicated elsewhere (Pfelle'grmo 
March; 1974), humanism embraces A wide range of affective and 
cognitive sJcills,- from humanistic psycTiology, on the o^e hand, 
to humanities as traditionally understood, on the other. 
By ^d large, our speakers seem to mean empathy j feeling for - 
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others, sensitivity to human problems in illness, andf the 
capacity to identify with the patient's siHiuation. 

Several pitfalls and illusions iftust be avoided in a±j= — 
tempting to assess such qualities -in applicants; 1) Taking 
cburses in the social sciences or humanities cannot guarantee 
humanistic attitudes. 2) Students with poorer academic 
attainments are not by that- fact more humanistic. 3) The 
methodology of assessing attitudes is still rudimentary, 
4) ThQ;:e is the danger that eager and resourceful applicants 
will*« ^onfq^ to the new attitudmal scales as they now do 
to cr^Ei^ia of GPA and MCAT. The res^J-t could be a depress- 
ing * psychological conformity 3ust as debilitating as* the 
current cognitive conformity. « | 

^ Perhaps ^the" more relevant issue is the process »of ^selT- 
selection, the point at which a student f:Drst chooses to 
undergo the rigors of a premedical education; Some students 
exclude themselves from this competitive fhilieu from the 
outset, while others plunge eagerly into i^t* What makes -the 
difference? .Is.it the pull of a lifestyle, power ,^ prestige , 
independence, authority, and intellectual challenges? All 
of these possibilities radiate powerfully from the dominant - 
image of the physician m today's society. 

' The mix of -students entering medicine will change materi' 
ally pnly when the image of the physician xn society- changes . 
^If we were to acknowledge that several, different Kinds , 
^physicians are needed, that each require^ different kinde of 
aptitudes, and that selection for each type will be based 
different criteria, then many who now re3ect medicine night 
well enter it. Admission criteria are simply obstacles to be 
overcome to those sufficiently motivated t& become like the , 
dominant 'image of the physicilan. It is the image which 
attracts or* repels certain kinds of people. "Students with 
more "humanistic" vap.ues will be attracted if the Image be- 
Qomes more' ")iumanistic . " - ^ " 

Selection illustrates the kinds of confrontation Of orgs 
iz\ng principles I have underscored throughout this eSsay. 

Njilip^^ho follow the scientific principle— as,-our speak- 
,ers on this (question 'do— conclude that the physician must be 
trained for all current medical tasks, including primary 
care, prevention, social medicine, and whatever else society 
"includes under medicine c No rtiatter what tasks are to be per- 
formed, the physician must first be trained scientifically 
. and without much variation. Every student must conforrf to 
the scientific premedical pattern, to survivd the fir^ 2 



> 223 . ♦ ' 

years of medical schooLi regardless of how distant the ultir _ 
mate role in society may be from a scientific endeavor* ^ 

« If we take the community to be the organizing principle, 
we get'a different outcome.^ Here, we turn our attention to 
the more ordinary proAl^s of medical care, primary care, 
and prevention. 'We ask whether physicians need to fulfill * 
these needs, or /whether the^nu^se practitioner or physicians 
assistant may not be, better equipped to do so, ^nd more*- 

economically. We may see the physician^ becoming a more * ' — 

technical specialist arid the nurse practitioner assuming most 
of the fuActions of primary care, ^he number of physicians 
needed may then be much fewer, while the need for nurse 
practitioners may be considerably greater than is now the 
case^. • , -» 

If this letter were the prevalent view,' medical schools 
would attract a different type of student. Interest and 
capability ^in- laboratory science would be less pertinent tt?aa 
interest in ecology, epidemiology, sociology, and,^ behavior . ^ 
Capacity to work with others as peers i^ecomes moiie important, 
a^ would "skills in negotiatjrion, persuasion, and^group leader- 
ship ratjier; than authority. Capacity toi deal with ambivalent 
rather tJ\an fafctual questions and satisfaction With long-term 
^ ,rather than jrmmediate results would evid^dntly ^^e. the more 
suitable skifl^, * / 

There i« no easy or artful compromise_JietWeen the>.intel- 
lectual and personal capabilities demanded! by\ the two ordering 
principles which will not ultimately sacrifice one to ^he 
fCvther, Different students will wish to conform to each pat- 
teimi. Society needs both. The conf rontat4on of these 
•dif f ere^pes, e^nd the refusal, to 'yield to^^n illusory compro- 
mise, is essential to a viable relationship between them . 
which will benefi^ students and society. ' ^ • 

'■*'*^^ " - ' * * 

^ For example, without suggesting \haj:^his is ,the only 
Resolution, medical schools could take cognizance of|^the 
v^lue of each organizing principle. ' One might adjust stu- 
dent selectibn to the actual needs of society for different 
kinds^.of* physicians. Eighty perdent of the entering class 
. Vould then be chosen on the basis •of capabiliti'^s and inter- 
ests ^suitable to primary care, prevervtion, occup)ational 
medicine, .jartif the like. ^Twenty percent woul^ be se^ectJed^ 
on the s^trength of their scientific capabilities and^educa- - ^ 
tion^for the clinical^pecialties^ and the, biomedical sciences. 
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If we were to relate the opposing, principles together 
in th^.s way, the energetic debates over the ^merits of organic 
chemistry/ biology, physics, and mathematics, on the ope h^nd, 
and literature, philos<>Dhy, anci Che social sciences, on the 
other, should ceas^. 4ach set of disciplines would be given 
its due provided we ,do not expect every student tcT master all 

/ d£ theml We would have tC abandon our pursuit of the will-o'- 
the-wisp of the complete physician, the "ormipotential blast 

^aJU" 'referred to Ly ovir speakers. V7e woidTd obviate some of. 

' the patent difficulties of assessing humajfistic qualities. 
, Self-selfection for each of these ma^or types of physician 

^ would do mucl^ of th§ 30b for us . - ' 

in like. manner, the doramant philosophic stance of med- 
ical education — its overwhelming commitment to positivism, 
reductionism/ and pragmatism--wouJ,d be ^gunterb^lianced . The 
future intellectual history of the- profession would, in turn, 
be modif'ied and broa&ened considerably. The greatest 
*^ advantage would be m a more mature education^^one which more 
closely matched student. interest and capabilities to the kinds 
f 'tasks society requires, rather Uian forcing all students to 
nform to one intellectual type. 

* There is no question here of '^ne principle or ♦the otfeer 
triumphing. Both would be retained^ and would be, identis^iaWe 
in their <3*if f erences — and indeed cultivated .for tfiose differ- 
'ences. VTo would* avoid the illjasionary pSeudopeacemaking of a 
C^^. Snow, who compromises both science a,hd the humanities in 
his^vsearch for amj.ty^ Disciplines ard like individuals; they 
^ work*' best to^ethei' when they know their own identities and 
make their differences their contribution. ' - ^ ^ 

What ShoAld Be Taught ? ' 

The three paper^s m this section^of the symposium are at 
the center of the dilemma we are considering, the , center* from 
which the problems of selection and cost finally emanate, v 
'v^hom we select dep^s heavily TDn what we. expe^6t ito teach,^ Ind 
our cQurses of study shoiilddepend upon what we ^intend the 
physician to-do m society"Tip5n graduation. Cost, while vex- 
ing, is* only the mea^ns; it will be acceptable, or not depending 
on how w6ll we maaag^ the enterprise and how well we articu- 
late education with service. ^ * 

' ' ' "3 

The curriculum is more important for the values it re- 
fleets than for the precise met-hodology it employs. The 
tenacity with which the current curriculum is'cfefende^is in ^ 
'part due to its success, and..in part d^e to the commitments^ 
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of faculties to the values i't embodies. Such commitment is 
evident in the 'essential agreement among the papers by 
Ebert, Schulnlan , . and Chase. They exhibit a philosophy of 
medical education firmly rooted in the biological sciences.^ 
^hey see little/nefed ^for change in the -time ^llott^d ; they 
accept also the idea of limited tracking / a little moi|| 
flexibility in electives, and a ^reaf f^irmation of the omni- 
•poteivt physician as the^ erjd product. 

» Withirf their close philosophic' ^agreement, thpre are 
some differences in emphasis on which ^fine tuning" should 
concentrate. Chase deplores the lack of alternatives in . 
lecurning methods and wants evaluation more precisely attuned 
to compete'ncy. Schulman is worried about th'e quality of 
some of the graduates i^n some of our schoolsVg(rf3 the defects ^ 
Showing ^u^ in the innovative cUr-ricula. Ebert wants more 
emphasis on problemsolving of a special kind and a clearer 
definition of the content of family medicine. The issues 
they xaise axe easily resolvable within the educational 
philoSbphy .the speakers had in canmon. "Artful" compromise 
woiild be attainable without tfi^allenge to the scientific 
org^pizing principle of medical education. ^ 

There is pne .p uiiiL d ir^ht'Cli the"liarmony among the thlree 
speakers might seriously be disrupted. I^am surprised, i/ft- 
deed, that^ there was not more challenge to several of DrJ 
Ebert*s forthtight statetn^ntfe^^uch as; 1) *'What we * need is 
a ;5ystem or systems of Iqiedicckl care vhich provide universal 
access to a reasonable range of medical services at a cost 
•that can be'controlled . " 2) . .1 happen to believe that 
the organization of health services should dictate health 
manpower needs ^rather thaa attempt to structure services 
on the basis of some predetermined formula for the productiojn 
of special:iats and primary care physicians." Here, Ebert^ 
opens up a serious question about the organizing principles 
now sHaping medical education. In particular, he seems to 
implyt the kind of articulation between education and service 
which those w^ favor -commurity as the ordering principle 
deem-so essential I ' • "^^.^^^ 

♦ * - • 

Ebe:^t, ^however, examines this 'possibility arid concludes 
firmly, "This is not something wlx^h yill^be accomplished by 
altering the medical education systei<f.~" He has, however, 
'fnreqisely located one of the points of conceptual confronta- 
tion between the two ordering Systems. Bryant j Ramalinqa- 
swami,and Fulop take the contradictory vieV and contend that 
medical educaiiion must be geared to medical car« delivery 
systems. The deficiency in this meshing is what causes ^them 
to ^label the present educational patterns as "socially* 
dysfunctional." 5 ' * • ' • 



233 



226 

^ . * * * . 

Without presuming to imply what the outcome should be, ' 
I would suggest that this is an excellent primary locus for 
the kind of serious dialectical discourse I have been pro- 
posing. The two positions canoot be simultaneous.ly true, 
nor can one take dominance without some injury to the other. 
This is the Hind of conflict which will not yield to ^'artful" 
compromise," 

The proposijiion that medical education and the Viedical 
care system are, or ar^ not, mutually dependent needs * critical 
examination by proponents of both views. Dejnonstrative reason 
IS of limited utility since there is little scientific evi- 
dence for either view. Dialectical reasoning, as defined 
earlier, is more appropriate. What reasons can *)e adduced. , 
for each view? What sojt of evidence might be convincing? 
.What follows if we ^accept one view or the .other? ^ \^at values 
are enhanced or imperiled? If there Wi/^ measure of validity 
in both positions, how can society be assured that both will 
be retained? These questions need to bp addiressed point by ^ 
point if we, are to move from simple assertions and ideological 
conflict' to rational discourse. » . * 

^ Another, possible locus for such discussion is Dr, Ebert*s 
recognition of the ne^d for wider training in decisionmaking 
in medical school. He feels physicians handle decisions well 
When dealing, with individual patients, b\it poorly when* deci- 
. s j.ons are of a^broader kind involving the health care system, 
ecpnomics, and^ the like. A fuller analysis .of the intellectu- 
al, diffefenc^"^ between these two kinds of decisionmaking is 
essentials Are the logical and epistemological bases f6r 
these types of decisions radically different? How much of , 
each kvid pf training is needed fior the various categories of 
physicians society needs? What qualities of mind are- best 
predisposed to each? How does each type of problemsolving 
conform to the problems most prevalent in ^ociety today? A 
point-by-point analysis of these questions is indispensable 
in deciding* what skills are to be taught and how, 

There are many mote assertions in each of the opposing 
value systems' which have profound effect on what is- to be 
taijght in' medical school. I have chosen a fdw qf. them merely 
to illustrate the central" theme of my commentary — that a 
detailed^escamlnation of claim and counterclaim will require a 
challenge to the ordering principle from which they derive. 

^^g^je"* constructive mutual criticism apd explicS^tion of these 
opposing assumptions are the most urgent needs in future dis- 
cissions of medical education. Compromises internal to each 
system are difficult, but feasible. «Those between systems 

' ate nb-t*' - * - 
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Cost and Expor tability of American 
Medical Education 

Tifne and prudence dictate that we ^.discuss these two 
topics briefly, since the points already made about selection 
and program are* equally applicable. 

With respept. -to cost, there is a large sector of agree- 
ment aniong the spe'akers: 1) Costs should be better understood 
by the public, 2) They .should be shared between government 
and student. 3) They can be reduced by optimizing managerial 
efficiency. Costs, like the issues of selection and program, 
are finally understandable only in terms of the principles 
used to establish priorities. Within each system, costs can 
be rationalized. Between systems, the fundamental conflict 
reappears,' Because it is a second order phenomenon, I do not 
think cost is a goo^^ place ^to initiate discussion between, the 
two principle ordering conaeots *io medical education. 

The central issues posed by ^he last three speakers have 
already been discussed amply. There is little need of confpro- 
mise here,, since agreement 'is so obvious and so f'orcefully 
stated. Bryant, Ramalingaswami , / and Fulop pay tribute to the 
con tj;ibut ions of American medical education to the training of 
specialists and faculty members in the develo'5)in5 countries, 
Th^y are fully cog^iizant also of the importance of scientific 
medicine in eradicating many socially significant diseases . 
* ■- , 

Their major themes are ttJree: 1) Medical education must 
be more stringently scrutinized for its congruence with the 
major health needs of a nation, and it must be shaped by thos^ 
needs, 2) Continued exportation 6f American medical education- 
al ideals Jjased on a scientific image of the pljysician causes 
the profession to deviate in developing countries from the 
major health needs of those Countries. 3) Vrtienever Americans 
presume to be of assistance to other nations, we must work as 
Colleagues, hDt>superiors with ready answers. We must seek to 
kr\ow what a^ country feels it needs rathjer than dictate what' 
we ^think it needs. , ' 

The focal contribution, of these three papers is that they 
elaborate clearly 4zid...^uccinctly an ordering principle for 
medical educatio^rsoecif ically .and categorically opposed to 
thfe ordering principle of contemoorary American medical educa- 
tion. The assumptions and presugposxtions in both value 
systems are equally in need of valixJation and critical exam- 
ination. I have concentrated on one part of the two-part 
dichotomy for illustrative purposes. Community as genesis for 
medical education is just as ideologa^cally colored as science 
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as genesis. Its presuppositions are equally in need of ^ 
dialectical exeiminatioil and o^riticism. 

The' Next Quarter Century — The ^ . 

Recovery of Reasoned Discourse 

. I would add presumption JLo f ool^ardiness y/ere I to go n 
much further in suggesting specific resolutions to the con- w 
flict of the organizing principles I detect in conteiHporary 
medical education. My obiter dictd have no doubt alread>^ 
uncovered some of my preferences. But some closing remarks 
on^the kind of discourse require(3 to make the opposition ^of ^ 
organizing princioles productive rather than^esj:ructive ^seem 
appropriate-. 

I have tried to show that the current discourse on med- 
ical education" has- taken on too iftuch the* character of 
ideological conflict and not enougl^ that of a reasoned dis- 
course. Two socially important' conceptions of medical educa- 
tion are emerging, clearly m opposition to each other. ^ , 
Neither takes the othfer seriously enough to. engage^ in criti'cal 
-appraisal of its presuppositions and value constructs. |et 
these presuppositions, when implemented in such lyings as 
student selection and proc^ram content, can have very different 
implications for society. " 

Simple dialogue, in the distorted modern meaning of-; that 
term, is insufficient. It leads to mere sermonizing without ^ 
'the serious engagement of opposing ideas. It is true that the 
discourse between rival educational systems, like the discourse 
• about' most of the important matters in hulnan life, standi out- 
side the realm of demons£rative reasoning. Its starting' 
propositions rarely have the status of scientific fact. -As 
Wayne Booth points out in /lis masterful analysis of the 
•'modern dogma," we are universally succumbing to the conyiction 
that reasoning about nonf actual matters ts fruitless. We apend 
most of>our efforts in "passionate commitments" which ha^ lost 
connection "with the provision of good reasons" (Booth . 

Such an attitude freezes our actions into reiterative 
affirmations vJhich ignore the possibilities in the counter 
position. While such a static state may be permissible ^n 
matters of •theory, it is .unacceptable in practical human " 
affairs where the assertions we make soon become the actions 
we take. There is no alternative then, to the responsibility 
of opening and maintaining a reasoned discourse. Note/ -I did 
not say a "reasonable" di,scourse. There is tpo irtuch of ^the 
suggestion of any easy peace and license to nonen^a%ement in 
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the connotations of a merely "reason^bl^" exchange. We must 
be "un-reasonable" enough to know, for example, when compro- 
rmise,*,is destructive and when npt to participate simply to 
avoid tjie pain of examining out own convictions i:riticaXJ.y . 

A reasoned discourse can occur in a variety of ways^ all 
of which contain the elements of dialectical argumentation 
whether it,.follov7s the Aristotelian pr Hegelian model or the 
"rhetoric of assent" which Booth proposes. A reasoned disr 
course betweer\^the opposing ^princioles in medical education, 
to be autheh'tic, wauld have to meet certain requirements 
which I shall only enumerate. Such a discourse must begin 
'Vith a motive which transcends the immediate in^rest of the 
value systems in conflict — that is to say, it must spring 
from an ethical source. This means we must reflect first on 
the ethics of medical education — on the moral obligations 
educators incur by ^rtue of the unique positions of medical 
schools in^society. I have attempted An initial analysis 
(Pellegrino, in preparation) of "the socially significant 
ethical issues in medical ecJucation. what is ^rprising Is 
how little, ha's been, written on this subject, which may explain 
seme of the difficulties of fostering creative discourse on 
the whole subject of medical education. 

E*ch organizing principle and its satellite value system 
must be willing to take the co;interview seriously enough to 
eixaraine each of its propositions, the reasons advanced for 
them, and the implications of putting these into action. The 
standard against which supporting reasons can be measured 
will be found in the ethical obliqations of medicai education 
to the society it serves. 4 

^No dogmatic or value statement can be taken for granted, 
nc/inatter how integral it may be to our perceptions of what 
we think society needs, until it is shown demonstratively to 
have a beneficial impact, or' until at least no good reason to 
doubt it has been advanced. ' 

Arg\:imentation must be GialedtiCal in the sense we have 
indicated earlier — that is to say the lack of certitude^ of 
the presuppositions must be^ recognized", the antithetical 
nature of the actions that result quist be acknowledged, and 
''^lew relationship must be struck which relates the contra- 
dictory ideas to each other in constructive ways while retain- 
ing Some of the essential differences. * 

The illusion- that one organizing principle will emerge 
triumphan^t must be abandoned. Instead, we must 'seek the most 
creative fopn of the tension between opposing principles^ 
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This wiXl'^inarily mean placing science and coitiim^ity into 
a dynamic interaction with eaol) other, allowing proponents 
and values of each 4o be expressed.'^because both are..*eqmsite 
to a sound tnedical care system 

To be a reasoned fliscourSe; educated and perceptive par- 
ticipants outside the profession, like Messrs. Henry, Corbally, 
and Nfeal in this symposium, must play a significant pie. 
They become' the advocates for society, enunciating those 
values of broad human concern which must always constrain the 
y hubris of -any successful ^ocial instrument. 

we rcust discriminate' carefully ^between those, things sus- 
ceptible tofartful compromisaj and those susceptible only. to • 
artful confrontation and resolutioh through dialectical argu- 
mentation. We have given/a few illustrations .of hot» these^ 
dist?inctions can be made. » . > 

What we need is nothing less than a recovery of<oils^ith 
in 'the power of reasoned discourse to deal with coirtglex, \ 
value-laden, and opposing principles, whose practical exem^- 
fications have so much significance "for human affaars. This 
is' a heed evident also- m many other domains of human mter- 
courWe m the contemporary world. Medical Pd""t°" 
provide a model which others might be emboldened to emulate. 

^ "There is really no alternative. America at th^bicen- 
^tennial can" be proud of its scientific and technological 
achievements in medibme, and the educational system, which 
x^ndergirds them. But n'edicine and medical education both are 
•now required to fate squarely .the danger to which all of ■ 
. man's soecial institutions are'sooner or later subject. I 
refer to th'e danger of losing si^ht of their origins and pur 
pose in social need. The greater the success, the greater 
the IJanger that these institutions will. make individuals and 
society the tools of their ovn survival. 

The bicentennial contribution of it,edica.l education could 
be its perception of the ianminency a danger which arises 
out of the magnitude of its sucpesses. By recovering the 
power of reasoned discour,se, based on the ethical obligations 
of medical schools, we qan hope for more effective and more 
human conaunction of medical knowledge and education with . 
personal and community service. ■ " , 

. ' ' • ' • 

The task for the next quarter century is *o heal the^ 
. widening breach created by the contrary pull oi two doctr^ 
sVstems! Medicine must guard zealously agamst^he dogmatic 
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spipit easily engendered by its success; -society must guard 
agaxnst the anti-intellectualism so near th$ surface* of 
American life. • > 

• We need thp courage to sustain chalJenges to our 3on- 
yictions, and we need the crffciMSfr. in Whitehead's acvicfe, « , 
•A. clash of doctrines is not\a disaster— it is an opportunity . "*\ 



♦Quoted in: W.H.' Auden and Lewis^ Kronenberger . 1962 . 
Th^ yiking_ Book of Aphorisms . . Viking: ^New York^ . 
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been honored s^x U^.^.^ ^^"^^ 
for the qualitj Of his ^L''^^'^^""" Association 
health professW • ^^P°^ting, . and by many other 

President of both th^'r""'' °"' '^^^ '^-n 

science WritiS and the°^^ th^dvancen,ent of J 

. Writers. ^ ■ '^''^ National Association of "Science " ■ ^ 



lie 



. Illinois college or Meaxcxne^xn 197 ^^^^.^ 

, fourtn-year ^^"f "^.K^^ ^aJ ju^ returned from 

Medicine.. Mr. .SPlaiM^d ^«^^u^ in iTigeria. 

rwiinrSntVt t^sUiriS^^i^ |»e,wi.ni.. 
TsZy-mo Should Pay^for Medicaljducatxon? 



